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Dare's hemoglobinometer 3 

Resting attitudes of culex and anopheles 
Filaria alive in blood. 

Male and female of Bilharzia hematobia 
Egg of Bilharzia hematobia ‘ 2 
Swimming embryo of Bilharzia hematobia f 
Trypanosoma gambiense in human blood 
Incomplete and complete coagulation 
Biffi-Brooks Coagulometer . 
Waasserman-Noguchi test... 

Positive reaction to Waseerman-Noguchi test 
Elastic tissue, from lung, in sputum. 
Bronchial cast from case of plastic bronchitis 
Curschmann’s spirals in sputum 
Charcot-Leyden crystals 

Echinococcus hooklets 

Actinomyces in sputum. 

Microscopical view of vomited matter 
Boas-Oppler bacillus . 

Undigested meat fragments in feces 


28a. Apparatus for Schmidt’s fermentation on text 


Ova of entozoa 

Ameba dysenterize ae Fe 

Crystals in ‘‘Cammidge” reaction . on) 

Tuberculous consolidation of both apices 

Aneurism he dose ne an A he nse posterior view 
Showing stricture of esophagus 

Emphysematous chest 

Crogs section of thorax 4 

Peeudo-leucemia (Hodgkin’s disease) 

Parts first attacked in muscular dystrophies and atrophies 


|. Mode of rising in pseudo-muscular Peper sveny * 


Adiposis dolorosa (Pearce) 


Pace 
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xxxiv SYNOPSIS OF EXAMINATIONS 


To Examine the Blood.—(‘ount the red and white cells (pages 594 
to 604). Estimate the hvmoglobin (pages 605 to 613). Stain a dried 
xpecimen of the blood and make a differential count of the leucocytes 
(pages 613 to 631). Examine a fresh specimen of the blood: (espe: 
cially for the malarial organism, pages 631 to 638). 

25. Diagnostic Puncture.—If desirable, obtain fluid by pune- 
ture (pages 712, 713) from cavities or cysts; examine the fluid, and 
from its character endeayour to determine its source (pages 713° ta 
718). 


PLATE I. 





THE SHAPE AND RELATIONS OF THE THORACIC AND 
ABDOMINAL VISCERA, 
ANTERIOR ASPECT (SEMI-DIAGRAMMATIC) 














PLATE Il, 


ND RELATIONS OF, THE THORACIC AND 
ABDOMINAL VISCERA, 
FR ASPECT (SEMI-DIAGRAMMATIC) 






— 





Of air oukevdl #teike without regard to its” 
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erate s0: iter aiveoons 
9, Retrospective—Of some antecedent disease or injury, the 
nature of which can be deduced only from the history 
given and from the persistent effects. 
10. ticcnen 
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PRELIMINARY CONSIDERATIONS 9 


‘Temperature cards (Chart 1), urinalysis cards (Fig. 4), and cards 
for blood examinations (Chart LX) have been devised by De Forest, 

(2) Rudder Stampse.—These are of two kinds—outline stamps and 
harden forms for recording special data, 

Outline Stamps.—These, as the name indicates, are rubber stamps 
representing in more or less detail various regions or organs of the 
 tedy, and employed when it is desired to represent by the graphic 
method any changes of structure, the exact location and character of 
physical signs, the outline of tumours, etc. An ink pad is required, 


: 
| 





Fre. & 


red or bine. The case card is placed upon a level surface, 
the stamp inked, and adjusted on the desired place, and a quick, 
} coreg given with the palm of ithe hand. On the outline thus 
may be sketched or written with pen or pencil whatever 
—, it is desired to represent. Further changes which 
may be entered on the same outline, the date being appended, 
wa new rage may be made. The use of the outline stamp has 
ws hag Ai of the increased accuracy of observation 
leads, even leaving out of consideration its value as a 


Figs. 1 and 2, red outlines.) 
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(2) With other diseases, a previous attack, a8 a rule, negatives 
‘its subsequent oceurrence. Among these are: 


‘Measles (not uniformly). ho Deed 
Parotitis (epidemic). 
‘Pertussis. 
Rotheln, Scarlatina ‘Yellow fever, Typhoid fever. 

(3) A history of the previous existence of certain diseases or in< 


Yocotc Varicella. 











may not be 
Closely connected with the date and manner of onset are the— 





symptoms which succeed the onset of any disease, can not be rer 
estimated, In some, as typhoid fever, the diagnosis may depend 
_ largely upon the order of evolution of the present symptoms. 
symptom should be elicited and the time of its appearance borne 
mind. 
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ache; associated with rheumatism and anemia, 6, Sharpand boring 
head pains; encountered in epilepsy and hysteria. 

The location of head pain is of considerable diagnostic impor- 
tance. It may be diffuse or in varying combinations, frontal, tem- 
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Fw. 7.—The general diagneatio indlentions to be derived from the seat of pain fn the 
head and fen 


poral, parietal, vertical, or occipital. Fig. 7 shows in a general way 
the diagnostic indications to be derived from the seat of pain in the 
head and face, Figs. 8 and 9 afford 4 more specific and detailed 
representation. See also Fig. 10. 











Fis, 0.—The causes of localized headache, soconting to the exact site of the pain, 
Redrawn afer Collis, 





As headache or head pain is merely a symptom, a careful search 
should be made to find the canse. It is of ospecial importance to 
examine with reference to rheumatiem of the scalp, periostitis or 
caries of the cranial bones, the existence of nasal disease (particu- 
larly inflammation of the frontal or ethmoidal sinuses), ocular 
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tefects, gustro-intestinal disorders, anwmia, disease of the blood-vee- 
ls (arteriosclerosis), nephritis, syphilis, neuralgia, migraine, neur- 
wibenia, hysteria, epilepsy, and finally organic disease of the nerv- 
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Fu, 10.—The general sepa vepeg eke derived from the seat of pain 


uz system (absress, tumour, meningitis, encephalitis). Chronic 
heedaches are usually due to neurasthenia, less frequently to ocular 
| Wefects, anemia, syphilis, or pachymeningitis, and, rarely, the cause 
remains conjectural. x 

(0) Pain in Chest, Abdomen, and Extremities —Tho diagnostic 
idicstions derived from the seat of pains in the thorax, abdomen, 
tack, and extremities are shown in Figs. 10 to 21. As with head- 
tthe, the cause of @ given pain is to be discovered by a study of the 
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associated signs and symptoms, determining by means of the lat- 
ter the presence or absence of the diseases or conditions which are 


a as capable of producing the pain of which complaint is 


m7 The More Common Diseases or Conditions with which Pain ti is 
Associated.—It iz, of course, impossible to mention in detail the mul- 
tiple pains which may be encountered clinically as evidences of dis- 
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Fro, 11.—The posible cums of pain th various parte of tho bedy. 


ease of various organs or systems. Those here dealt with are of 
more or leas importance from a diagnostic point of view. There are 
many examples of pain which the clinician can not rationally or to 
his own satisfaction explain. 

Nervous Syetem.—There ix the sharp, mdiating, generally unilateral pain of 
the various neuralgias (7. v.). “There is, furthermore, the pain of neuritis, mul- 


tiple or localized ; of neurnsthenia or hysteria in the back of the neck, along 
the spine, and sometimes in the heel ; of locomotor ataxia, most atrocious and 
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may note the epigastric pain of diaphragmatic pleurisy (sometimes felt also 
in the left shoulder and above the clavicle), and the upper. abdominal pain so 
often complained of by the ehild suffering from pneumonia. 
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Fis, 13.—The possible causes of pain in various parts of tho bedy. 





Stomach.—The painful diseases of the stomach are ulcer and erosions in 
particular, less frequently eancer; and with varying incidence gastritis, gas 
troptosig, gastrectasia, and various neurmes, The pain of gastealgia (card 
algin) is exoesive. The pain of o diseased stomach ix felt in most enses 
primarily in the epigastrium, very frequently behind the lower sternum and 
between the shoulders; often in the right or left hypochondrium or poe 
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functional disorders and cirrhosis, which may be moderately painful ; inflamma 
tion, alweess, and cancer, which may give rise to severe suffering. 

Tt is from the gall-bludder aud ite nesocivted ducts that the severest. form 
of liver pain originates—viz., hepatic colic, A particularly tender point, which 
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The posite muses of pain in various parts of the body. 


& of much diagnostic importance, is found at the ninth right costal cartilage as 
inflamed, impacted, or cancerous gall-bladder, or a gallstone 
duet. 
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Ponerees.—Acute inflarmmation of the pancreas ix usually attended with epi- 
Settic pain, so also with cancer of the game viscus. 

Kidney-—The typical painful disorder of the kidney is renal colic, Pyelitis 
may cause pain, not only in the lumbar region but also, as the only algetic 
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Fie. 16—The possible onuses of pain in various parts of the body. 


spuptom, above the pubes A movable or floating kidney, under cireun 
Wises not us yet definitely ascertained, is the source of much pain, whieh m 
feeame excessive if the ureter is twisted or kinked (Dietl’s crisis). A peri 
Penal sbecesy mnmy be responsible for pain and swelling in one posterior lumbar 
repan. 
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Fe isthe Lanse tbalacgabiae! of tartan tabi aiouiel Pain is 
tax an evidence of inflammation of its peritoneal investment (perisplo~ 
nitis). Splenic pain ts felt in the left hypochondrium and the left side of the 
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Fio. 17.—The posible evases of pain inn various parte of the body. 


Genitalia and Bladder,—Pain, more or bess acute, is felt as a symptom of 
diseases or displacements of the uterus and ovaries, pelvic inflammations, the 
pregnant uterss, ectopic gestation, and dysmenorrhea. According to the 
nature and severity of the lesion, the pain ix referred to the averal and pubic 
togions (most frequently the former), the mammary gland, the anterior aspect. 
of the thigh, and the external and posterior surfaces of tho hip. Rarely pain in 
the heel and the wrist is due to ovarian disease, and in the hand to uterine dix 
orders. 










(intercostal muscles), lumbago (lum~ 
lar rheurnatism ; as a result of over- 
_ Cramps in the calves may be explained 
ence of chronic nephritis, and congestion 
the exlf muscles. 
| that the 2o-called “ growing pains,” if 
in the great majority of cases, if not 











Seal of cheassadio ote. ra Mm 
‘the evidences of endocarditis air porieantitix. Noglect in this respect may result 
in the unpoted development of serious valvular defects. ‘These pains are in the 
rouscles, rather than in the joints, and, a+ rule, are present only, or are wore, 
during damp weather. 

Patients frequently complain of « general aching, soreness, or painful stiffness 
‘of all of the muscles of the body, It is a symptom common toa large number 
of diseases and conditions, samo of whieh are here mentioned. ‘Thus, it may be 
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Bro, 19.—Tho possible catises of pain in various parts of the body. 


present in the initial «tages of the acute specific infections, especially typhoid 
fover, cwrebro-spinal muningitix, epidemic influenan, acute rheumatic fever, ne- 
lapeing fever, cholera, and the exantherneta, as well as in septiowmia and all 
neute febrile diseases. It may occur in coryza and tonsilitis; and in aleoholiem, 
syphilis, and anemia. It is» prominent symptom in scurvy, trichiniasis, and 
polymyositis, It is a not uncommon subject of complaint in 
entarth with involvement of the bile-duets; in the rare acute infection jaundice 
(Weil's disease); aod is locomotor ataxia, nally it may attend convalesconce 
from any acute illnee. 

Miscellaneous Causes of Pain —Medinstinal tumour or abscess, or enlarged 
bronchial glands may produce pain in the right hypechondriac region and either 
lateral wall of the chest; «ubphrenic abscess, in either hypoohondrium. The 
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therm pain under either costal margin after some violent exercise, expecially run- 
ome, x probably faniiliar ; so also the epigastric and costal arch pain after violent 
sughing or vomiting. 

Awemia aod debility are frequently attended by ao more or less severe 
whing pain along the spine and the left lateral wall of the chest, oxtending 
to the left hypochondriac region. A general backache is common in 
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Fis, 2.—The posibld axes of pain in various parts of the body. 








wie febrile diseases, and is of dingnostic severity in epidemic influenza, 
Weslite, smallpox, and dengue. Diffuse soreness of the whole body in rickets, 
eet of the back and lower extremities in infantile scurvy, upon voluntary or 
Stet movement, is in either caso & very characteristic symptom. As in 
tometer ataxia, 80 in diabetes, Raynaud's disease, and, more rarely, in ab- 
Gecinal aneurtm, there may be sudden, perhaps violent, attacks of general 
abjeminal pain, 








Il. TENDERNESS 
‘Tenderness is pain or soreness produced by pressure. The greater — 
portion of diseases attended by spontaneous pain will manifest ten- 
4 derness on pressure over the seat of pain; but this is not an invari- 
able rule, as either pain or tenderness may oxist separately. More 
or less tenderness exists over the seat of all inflammations. Pro- 
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stage; on opps parsiseyrrrige = 

‘perature of the body is normal, and, except toward the end, the skin 
ee he, 

2, Alcoholic Coma.—It may or may not be possible to arouse 





eee ccnin tros0 dhiasting ates of one 





emotional causes or the sudden assumption of the erect position by 
an enfeebled person, consciousness will soon return under appro- 


treatment, 
It is to be remembered, however, that if there is pallor plus ey 








follows : 
rial Epilepsy.—The epileptic convulsion is typically clonic. It is 
many instances preceded by an aura, a peculiar premonitory symp- 
tom lye and sensory, more rarely motor. The most 
common is abdominal 


odour, noises, musical sounds, voices, flashes of light or colour; or 
peculiar mental states of terror or perplexity; or rapid moving or 





ly of spinal-cord disease. 
probably the most frequent 





















































the ly suppurative, inflammati 
and is caused partly by obstruction of the lymphatics, partly by over- 
distention of the capillaries resulting from the affiux of blood to the 
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Pie. 22—Chareet joints (right knee and both ankles) in tabes (Pearce), 
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Cuawr L—Abortive preumonia, Dulness and broncho-resioular respiration 
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material, or absorption of putrefactive products from the digestive 
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Cnane VI1I.—Diagnestio Indications to be derived trom » audden fall of temperature: 
tion and the general condition of the patient, all of which in crisis 
will show @ distinct alteration for the better, thus forming a strik- 
ing contrast to the change for the worse which may be seen in 


If the elevated temperature in continued fever is maintained — 


ua 





i surgical diseases, 
‘The local heat of the surface is 
there may be a rise in tem» 
8, Cerebral thermom- 











































































































B 
Fra, 12—Poatertor extremity of mule Oncinarin americana. A. Dorsal view, bursa «prea 
| ‘open ond dorsal lobe throws upward over body of worm: a, inner end of genital apie 
ules ; a’, external barbed axtromity of aploules ; 5, subdiviled dorsal lobe of barsa; #, 
Jarge lateral lobe of bursa; d, limits of inconspicuous ventral lobe of bere; J, dormal 
aepect of tip of tail within bursa; g, bipartitetipped dorsal ray; A, doreotntoral ray; & 
divided lateral ray ; J, veetro-latoral my; k, divided ventral my; |, inconspicuous wab- 
‘ventral may 5 96 opening of cloaca, with chitinows furcula; m, cutlole of tail, 5. Lateral 
outline of samme ; letters aa above (A. J. Sralth), 
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si 
Fra. 38—Ova and embryos of Unocinaria americana. o, unicellular ovem ; 4, ¢, d, «ove 
showing varions stages of segmentation ; f, g, ova containing larval wncinorise; hy pe 
cullarly shaped ovum; @ larval worm Just emerged from sbell ; j, larva extended after 
eanergence (A. J. Seulth). 
154 
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(d) Idiocy.—In some cases the shape and size of the 
May suggest the presence of imbecility or idiocy, but, as 
are no physical changes which can be considered charact 





A BR 
Fro, 37.—Sporsdic eretiniam, A from Koptik, B from Pearce, 


of the various forms of mental or moral weakness con 
under these terms, the diagnosis must be made principally 

physical symptoms. Hydrocephalus may be the canse of * 
cephalic” idiocy. 

(e) Acromegaly.—lf the head is somewhat enlarged, with 9 
greater incrense in the size of the face, which becomes broaden 
elongated, assuming an ovoid shape with the large end downy 
consequence of the great increase in size of the maxillm (esp 
the lower), and, furthermore, if the teeth are widdly separat 
tongue, nostrils, eyelids, and ears thickened and hypertrophic 
38), it is a case of acromegaly (9. v.). 

(/) Myzadema.—it the patient has a coarse-featured, 
*full-moon” face, broad, thick nostrils, a thick-lipped, large 
(Pig. 39), and a rough, dry skin, the existence of myxa@dema 
is almost, certain, but further confirmatory evidence shor 
obtained. 

(g) Osteitix Deformens.—If the face ix triangular in shay 
the base upward, and the head is lowered and carried forward 1 


sd 


soe of myxundoina (Gordinier). 
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the chin is below the episternal noteh, a search for other bono altera- 
tions ia required, a2 it may be an example of “ Paget's disease” or 

osteitis deformans. ‘ nape - 
(A) Facial Hemiatrophy.—lt face presents an appearance as 
if it was composed of two lateral halves from different individ- 
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torticollis or wry- 
neck (9. v.). 

(i) Leontiasis Os- 
sea.—It the crani- 
um is enlarged and 
globular, the ma- 
lar prominences aro 
marked, and the or- 
bital rims massive 
(Figs. 41, 42), the 
presence of hyper- 





Fro. 40.—Faolal herntatrephy. ostosis cranii or 
Rodrawa from Strhtopell, leontiasis ossea, may 
‘be suspected. 


{k) Leprosy —The tuberous growths of loprosy (7. v.) occurring 
upon the face, together with the resulting ulceration and cicatriza- 
tion, may slowly change the shape and contour of the countenance, 
which assumes a leonine aspect, the facies leontina. 

i. Fontanels and Sutures —(«) Prominent or bulging fontanela 
(in infants or children) are significant of chronic hydrocephalus, 
acute and tuberculous meningitis, and meningeal hemorrhage. The 
anterior fontanel is frequently prominent and pulsates strongly in 
the acute febrile affections of infants, probably in consequence of 
cerebral hyperwmia. 


Fro. 41,—Loontiasis ons (Edes), 








Da Gt. —Sames putiens wa in Fle. 41, provious to the devel pment of the disease (Edes). 
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the mouth is 
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the lips are thick and dry, 
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is occasionally seen in arteriosclerosis. ‘ 
Torticollix (clonic).—A spasmodic jerking of the 
head, recurring every few minutes, in which the head is brou 
toward one shoulder, and at the same time the face is rotated to the 


L al 

















for, iftt ia in the upper 
same side as that of the 
in this case the facial 





i 188 THE EVIDENCES OF DISKASE 


| (3) At ite point of emergence from the pons (Figs. 45 and 46) 
the nerve may be involved by tumoars, gummata, basal meningitis, 
or endarteritis of syphilitic origin and fracture of the base. Syph- 
ilis is the most important factor in these basal lesions, which are 
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Fie. 43.—The base of the braln, Redrawe from Gray, 


always accompanied by evidences of inyolyement of other cranial 
nerves (Dasa). 

(4) During its course through the bony canal (aqueduct of Fallo- 
pins), the nerve may be paralyzed by fracture of the petrous portion 
of the temporal bone, or by inflammation or caries of the same, due 
to otitis media. 

{5) At or after its emergence from the stylo-mastoid foramen the 
nerve may be injured by blows; by accidental entting during the 










ure of the forceps. In the latter instance it 
od that the paralysis may be due to intracranial 
this case other paralyses usually coexist. The 






_~ = S Als. 


"Fee Peiets of xi of the erwnlal norvor from tho skill, Redrawn from Hente, 
Dive may also be to pressed upon by swelling of the parotid gland 
that it loses its function. 

(6) Paralysis of tho facial may be present as a part of mul- 
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(e) Uleers. 1. Epithelioma.—In an elderly person a shallow, flat 
ulcer on the nasal side of the lower lid, usually concealed by a scab, 





Ophthalente well 


Ciresliar wae 


nn (indleeied in the figure by black dow) 
s and the external veins. Redrawn fun 










































































detection, If paralyzed. ' 
‘below the horizontal line the diseased eye fails to. 
slight convergent strabismus, and tin pellet hae ate 
looking down. 
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localizing certain lesions but the determination of the nature of the 
causative lesion depends upon the associated symptoms. The diag- 
nostic indications of the various forms of hemianopia are as follows: 


RIGHT EYE. 


EFT HOMON HEMIANOP, 
WITH HEMIANOPIC 


© PUPILLARY (NACTION, 
‘Ss 





REACTION. 


Pe %—Diagrim showing optis tracts, visual fields, wnd lesions causing hemianopia, 








ue to a lesion of one optic — 
tal lobe, and if in addition 
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should be turned upward in order to observe the vault of the 

the surface of which normally somewhat resembles that of 
the faucial tonsil. The most important abnormality here is the 
adenoid or lymphoid growth so commonly found to be the cause of 
habitual mouth-breath- 
ing in children. Digi- 
tal examination of the 
upper pharynx is often 
required to determine 
the exact size and loca- 
tion of the growth, and 
is indispensable in chil- 
| dren who are too young 
to be under control. 
| The child’s head is held 
| either by an assistant or, 
better, by the physician, 
who sits or stands by the 


patient and embraces #1. 5—Post-rhinmeopic view of thn seytum, choanen, 


and steadies the head sare ee Pears en errs 


with his left arm. The 

right forefinger, palmar surface up, is then passed in at the angle of 
the mouth, invaginating the cheek between the teeth of the patient 
to prevent biting. The finger, having been carriod back, hugging the 
tonsil, is hooked up behind the palate to the upper pharynx, where 
it explores the pharyngeal vault, septum, turbinates, and Eustachian 
prominences, 

Posterior rhinoscopy is rarely easy, generally difficult, and some- 
times impossible, even in the hands of the expert. 

Il. Pain in or around the Nose.—Burning or smarting sen- 
sations usually attend coryza or other acute catarrhal inflammations; 
and if great pain in the nasal chambers is present, it may be a symip- 
tom of a syphilitic lesion, glanders, or impacted foreign body. 
Severe pain just above the root of the nose is due to inflammation of 
the frontal sinus; in the nose and cheek, of the antrum; referred to 
the nasal cavities and ear, of the Eustachian tubes. A sensation of 
dryness is a common complaint in the early and late stages of coryza 
and a persistent and annoying symptom of atrophic rhinitia. 

Ill. Shape, Colour, and Ulceration of Nose.—The nose 
becomes coarse and broad in cretinism and myx@dema. A depressed, 
sunken, “ saddle" nose may be due to a previous injury, but if there 
is no history of traumatism, syphilis should be suspected. The nose 
is browdened or distorted and displaced by growing tumours in the 



































r Purrowed. It 
or struma is 








, diabetes, and chronic phos- 
eof carious teeth in causing bad 
imperfect mastication, and adenitis by 
itation or infection, should not be over- 
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may indicate an old glossitis, or constitute the discolorations of 
Addison’s disease, A black tongue, as if stained with iron, if not 
traced to the taking of foreign substances, is an example of the dis- 
caw termed nigrities. The tongue is yellowish in jaundice, and the 
yellowness is particularly marked on the under surface of its tip. A 
terica of clearly outlined yellowish-white spots along the edges of the 
tongue constitutes xanthelasma. 

More or less uniform discolorations of the tongue and its coating 
may be caused by the ingestion of various substances, corrosive or 
noncorrosive. Among the corrosive substances, ammonia, corrosive 
mblimate, sulphuric, carbolic, and oxalic acids whiten the tongue; 
hydrochloric, nitric, and chromic acids produce a yellow colour; acid 
nitrate of mercury, caustic potash, and caustic soda redden it. Evi- 
dence of destructive action is usually present. With reference to 
ton-corrosive drags or foods, the tongue is stained black by bismuth, 
charcoal, and iron; red or purple by red fruits or wine; yellow or 
brown by rhubarb, tincture of opium, tobacco, licorice, or chocolate. 

Size of the Tongte.—l. Halargement.—Great enlargement of the 
tongue is easily determined, 
A slight increase in size can be 
assumed to be present if the 
edges of the tongue are in- 
dented by the teeth, the in- 
dentations existing only if the 
tongue is swollen beyond its 
normal limits. 

A great enlargement of the 
tongue is met with in acro- 
megaly and myxmdema. If 
associated with inflammatory 
symptoms it is an acute glos- 
sitis, due usnally to irritant 
poison or sepsis. The inflam- 
mation and swelling may be 
unilateral (hemiglossitis), and 
in this case a neurotic origin 
hasbeen alleged. Variola, foot 
and mouth disease (aphthous 
fever), salivary calculus, in- 
flamed ranula, and actinomy- 
eotic, erysipelatous, or other 
inflammation of the tongue and floor of the mouth (angina Ludovici) 
wi miditional causes of 4 greatly enlarged or swollen tongue. Tu- 





Yu. 07.—Unilateral atrophy of the tongue. 
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mours of tho tongue are also responsible for an irrogular and some- 
times great increase in its size. A slow-growing, painless nodule in 
the tongue may be a gummatous deposit, A moderate increase in 
the size of the tongue, as indicated by the imprint of the teeth upon 
its edges, is seen as a 

symptom in anwmia, MOTOR SENSORY 
chronic gastric catarrh, 
stomatitis, scurvy, and Hypoglomsal 
typhus fever. If cya- 
nosis from venous ob- 
struction is present, 
the tongue will be 
swollen and somewhat 
edematous. 

2. Shrinking or At- 
rophy of Tongue.—The 
tongue is small after a 
profuse hemorrhage, 
and may become no- 
ticeably lessened in 
size in the later stages 
of typhoid fever. 

In atrophy of the Fro, 5s —Diagrun showing the motor and sensory eupply 
tongue, the organ has of the tongues, 

a sbranken appoar- 

ance, and its mucous membrane is thrown into folds, It is due 
to some affection of the hypoglossal or motor nerve of the tongue 
involving its nucleus or its peripheral portion. It ix always con- 
joined with paralysis, and the paralysis and atrophy affect one 
or both lateral halves of the tongue according as the lesion is uni- 
lateral or bilateral. Unilateral atrophy of the tongue (Fig. 57) is 
sometimes associated with facial hemiatrophy. If the cortical con- 
nections of the nuclens are involved there will be paralysis but no 
atrophy, or if the latter be present it is slight. A contracted condi- 
tion of the tongue, due to the absorption, under treatment, of a lin- 
gual gumma, may be mistaken for paralytic atrophy unless the possi- 
bility of such an error is remembered. 

Spasm, Tremor, and Paralysis of the Tongue.—The motor supply 
of the mascles of the tongue is for the most part derived from the 
hypoglossal nerve (Fig. 58). The same nerve also supplies the 
muscles which fix and depress the hyoid bone in chewing and swallow- 
ing. Two muscles are not supplied by the hypoglossal—namely, the 
lingualis inferior, which is innervated by the chorda tympani branch 


Glowo-pharyngeal 
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‘The epiglottis varies considerably in shape and position, and in 
some cases may interfere seriously or totally with a good view of the 
larynx. It should be inspected, its anterior surface in partienlar, for 
cysts or edematous swelling. Passing backward from either side of 
the base of the epiglottis to the arytenoid cartilages are the ary- 
epiglottic folds. Outside of these folds lie the pyriform sinuses. 

In the larynx the white gleam of the true vocal cords is usually 
the first thing to catch the eye. The funnel shape of the larynx and 
the depth of tho vocal cords (1 inch) below the margin of the ary- 
epiglottie folds are not appreciated 


= from a study of the usual cuts, 
Ly B 


Pra, 64 —Photographs of normal laryns,—A, during respiration; B, during phonation. 


because of the lack of perspective of the latter. The true cords are 
pearl-white in colour, reaching from the apex of the thyroid cartilage 
anteriorly to the arytenoid cartilages posteriorly, Their anterior 
ends are often hidden from view hy the epiglottis, but if the patient 
is requested to sound a high-pitched, almost falsetto, eh, the epiglot- 
tis is lifted forward and the vocal cords come together, lying purallel 
and almost in contact. During respiration the vocal cords diverge 
posteriorly, leaving between them a triangular opening, base to the 
rear. On cach side of the true cords the dark openings of the lateral 
ventricles may or may not be seen, and a little above and to the ont 
side of these are the reddish ventricular bands (the false yooal cords). 
At the posterior extremities of the vocal cords are two knoblike ele- 
vations or prominences, the arytenoid cartilages. When the vocal 
cords are widely separated during forced inspiration the trachea may 
be seen as far down as its bifurcation, including the openings of the 
primary bronchi, 

My thanks are due to Dr. Thomas R. French, of Brooklyn, for 
permission to insert two of the unique photographs of the larynx, 
made by him, and hitherto unpublished. One (Fig. 59, A) is tuken 
during respiration, the other (Fig. 59, B) during phonation. 





do during 


tas they 
ther (or make a sudden and 





©, Bilatera) paralysis of the recurrent berves. G. Paralyeis of both internal thyre arytenst 
mimsctes, 


D, Tarnyuis of tbe loft recurrent enrve. 11, Paralyals of the interarytenoid masche 
@.—Showing paralyses of the vocal cords (afler Wesenor), 
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described produces various: 
nature and severity of such. 
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Faw, 1,—Showing the lovalization of the principal motor 
brain upon the outer surface of the loft hemisphi 
lettering = someory, Compare with Figa 62 an: 
photograph from Dana, 








Fro, #2—Showing the principal convolutions and flesures of the ovter bernisptiers af the 
brain, Compare with Figs, 6) and 43, Red lettering = comvolutions; Uheck beter 
ures. Samo brain as in Fig. 61 above 
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fiasures of the median axptet of the 
and 42. Hed lettering = functions and 
rain redmawn from Dana, 


the condition is termed aprazia. 
din number and character to the 
pencil, for example, may be seen 
withont any conception of its use— 
a). A sound—e. g., the ringing of a 
but it awakens no thought of answer- 
amnesia). The odour of gas in a 
nrner—mind anosmia. A taste is 
oacertain edible—mind ageusia. The 
‘a fabric gives no clew to its composition 


















o, and is usually although not invaria- 
the various forms of aphasia—i. e., am 
tand spoken or written speech. In- 


















































of glands in tho head und nook und tho 
discover 4 cause for enlargement of particular 







des, overlying and in the substance of 
n the ear, are enlarged in inflammatory or 
per pharynx and skin of the face. 

glands, particularly those lying under 
of the trapezius (occipital), may become en- 
jerman measles, or syphilis, or cutancons disease 
» The superficial cervical group lying above 
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Somer | f the sterno-mastoid between the sternal and clavicular 

Tf distended, it becomes apparent as a small rounded 
mis in this locality and, if greatly engorged, rises half an inch 
shove the upper border of the sterno-clavicular articulation. Ve- 


pai Of the right external and internal jugulurs, showing the mechaniam 
of jagular eollapes, distention, and pulsation. 


nous swelling or pulsation is most marked when the patient is re- 
eumbent. 


(a) A collapsed jugular, the yein remaining permanently more or 
less empty, even if pressure is made upon it just above the clavicle, 
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vith or without a tendency to 
hs, is most commonly due to” 








Yuu, 1—Clow hand (Gray). 
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(j) Distorted fingers, not. merely abnormal positions, bat notable 
irregular changes in their shape, are due to gout, arthritis deformans, 
and, leas frequently, to chronic rheumatism, In gout the deformity 








Fis, T2—Hand of polmonary osteo-arthropathy, due to chronic bronchitie of thirty year” 
mtanding, 





ee = oe 


Fro. T2.—Skiagruph of hand in Pig, 2, abore 


is largely due to deposits of sodium urate in and about the phalangeal 
and metacarpo-phalangeal joints, and tophi (chalky, uratic masses) 
are frequently seen, In arthritis deformans there sre extensive 


o the 

zig dense ridge is found pase- 
t of traumatic origin, it is a case 
) palmar fascia). The patient is 
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naually under the erroneous impression that it is a contracted ten- 
don. The contraction may be of gouty origin, althongh there ix 





Fie. 75.—Hand showing Heberden’s nodes. 








= a 


Fie, 74.—Skiagmph of hand in Fig. 75, above, 


some basin for considering it to be a neurogenic condition. (See 
also Contractures.) 


shoe 
it an acute periostitis which 
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tometimes of great importance as a possible explanation of abidomi- 
tal pain or the symptoms of intestinal obstruction. A fluctuating 
swelling at the apex of Searpa’s triangle, internal to the femoral vyea- 
ws, may be a psoas abscess. 

{e) The femorad artery in elderly emaciated individuals may be 
thickened and rigid. Under these circumstances it may pulsate so 





Tie, TR—Byphilinie discuss of the tibia, abowing the sabro-like deformity, in a boy nino 
yeure old (Hell). 


Tithly as to simulate ancurism. On the other hand pulsation may 
ty absent because of closure of its lumen by the arteritis which is 
Proent, gangrene occurring as a sequel. 

(@) Chronic painfal enlargement of the tibia, the pain being 
Worse at tight, with a somewhat characteristic deformity (Fig. 78), 
WS ryphilific perioslitis, late hereditary if occurring in a child, 
tertiary in the adult. 

{¢) Redness, heat, and mdema of thigh or anterior and inner as- 




















4 
Fis. &2—Ehisometique spondylitis (dorsal syine) ( Pouree) 
808 
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be found in various portions of the 
usually significant of an enlarged 
diam, or a mediastinal 
, heart bodily forward. As the 
bulging depends upon the degree of 
t is most marked in children and young 
rule, gradually, there may be an acute 
m a rapid and large pericardial effu- 
hypochondrium may signify enlargement 
gor hydatids, subphrenic abscess, or effusion 
may be present as part of a marked dis- 
) abdomen resulting from tumours on 
n linc—e. y., sarcoma of the kidney. 





























spine of the scapula is on a level with the $d dorsal spine, and the 

MTopogtephlonl Areas of the ‘Thorax:—Corian sitar 
‘Thorax.—Certain 

lines, vertical and horizontal, are conceived to be drawn upon the 


ANTERIOR 
AXILLARY LINE 
} MAMMILLARY LINE. 
| PARASTERNAL 
LINE — 


STERNAL LINE 





Fro, 02,—Showing the topographical areas of the thorax antertorly, 


front, side, and back of the thorax, thereby mapping it into regions 
or areas which are convenient for purposes of description or record 
(Figs. 92 and 93), 

The vertical lines are from front to back. 

(1) The midsternal line and its prolongation upward. 

(2) The sternal line, corresponding to the lateral border of the 
sternum, 

(3) The parasternal line, midway between (2) and 


posterior aspect 


chondro sternal articulation, 
hh echondro-sternal articulation. Pos- 







ines of the scapule. 
rior angles of the scapula. 
e spine of the twelfth dorsal vertebra. 
of Lesions in the Thorax.—(1) One 
| the area in which a given sign or condi- 
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their edges curled, so that they fail of exact apposition. As a result, 
after the loft ventricle has delivered its charge of blood into the 
aorta, the clastic pressure of the latter drives a portion of the blood 
which it contains back through the defective valve into the ventricle. 





Fin, OR—Dingrain representing invaffolency amt stenosis Large arrows = normal comme 
of blood ; stall arrows = almermal currents. 


During its diastole, therefore, the left ventricle is receiving blood 
from both the auricle and the aorta, Under this increased pressure 
its walls primarily dilate and secondarily become bypertrophied. 
Very frequently there is also relative mitral insufficiency. (See (3)” 
following.) 

(3) Mitral incompetency results vither from shrinking and puck- 
ering of the cusps, or from dilatation of the left yentricle so that 
the segments can not fill in the enlarged opening (relative insuffi- 
ciency), or from weakening of the muscular tissue of the heart, so that 
the papillary muscles do not act with acenracy, nor does the mitral 
orifice contract as in health during «ystole. 

In consequence of the imperfect closure of the mitral valve during 
the systole of the left ventricle, a portion of the blood which should 








in the superior cava is con- 
Ear iad aot cteling oy 
a systolic jugular pulae, 








felt in the middle of the 
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Sth space, and 4 to 1 inch inside the mammillary line, Mark also & 
point, C,at the junction of the upper and middle 3ds of the ensiform 
cartilage. Point Cis usually $ an inch higher than point D. 

‘The statements here made with reference to the position of the 
lower border of the heart do not agree with those commonly accepted, 
which place this bor- 
der at a point a little 
above the lower end 
of the sternum, The 
ordinary descriptions 
are correct for the 
cadaver (Sinsox), not 
|-for the living snb- 
ject, owing to the as- 
centof the diaphragm 
and heart which takes 
place in articulo 
mortis, 

Draw a line con- 
necting these points. 

(3) Right Border, 
—From point 4 draw 
a line downward, 
curving a little to the 
right, until it reaches 
the middle of the 4th 
Fie. 102—Pointe pon the chet by which the narmu) bound interspace, then curv 

arlon of the heart aid growt vossel ing to the left until 
it passes over the car- 
tilages of the 6th and 
‘Tth ribs, a little before they join the sternum, and meets point @ 
over the ensiform cartilage. 

(4) Left Border,—Connect points # and J) by a line slightly con- 
vex to the left, 

This outline represents the position of the heart in a well-formed 
chest. In an emphysematous thorax (permanent position of inspire 
tion) it lies lower in relation to the ribs, its inferior border descend- 
ing to the tip of or below the appendix. On the other hand, if the 
chest is of the alar or phthisical type (permanent position of expira- 
tion), its lower border muy lie half an inch or more above the end of 
the sternum. 

Mobility of the Heart.—In addition to the permanent variations 
in position just mentioned, the heart is movable by posture and 
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(1) Pulsations in the episéernal notch and at the root of the neck 
have been discussed elsewhere (page 284). 

(2) Pulsation in the right Ist or 2d interspare, close to the right 
of the sternum (Fig. 103), systolic in time, expansile in character, 
may be due to aneurism of the ascending portion of the arch of 











Fie, 109,—Showing the indications to be obtained from the position of the epex best and 
other thoracic and epigastric pulsations, For pulsation in the epleternal notch, sew 
pose 280, 0, 270, TP, 0. V2 = poleations of sortie anourien (arch), sumberel te 
onler of frequency of ovcurrence. 1// = turiminate aneuriem. // = also puleathon: 
of pulmonary artery (nnd lof nuricalar appoutix!). Fa also pulaation of right ver 
tricle (and Veft auricular appendix f). © = canfiee impulses. © = anuurtenal palawe 
thors. @ = hoth. 


the aorta or, withont expansile character, to violent heart action. It 
is here that a diastolic-shock accompanying the closure of the aortic 
valves is to be felt in anenrismn of the arch. 

(3) Pulsation in the right 2d and 3d interspaces, ranging from 
the sternal edge to the mammillary line, may be caused by a dragging 
over of the heart and great vessels due to the retraction of a fibroid 


= 


ined. to the thoras, it is neces: 
















oe eter ee eeparte 


ximum intensity and its time relation to 
diastolic, or presystolic? 

by inflammation of the pericardium, 

pleural surfaces which overlie or ure in 

rt. In both cases the inflamed or rough- 

together by the movements of the heart, 

ns exhibit a rhythmic cardiac sequence. 
tation to distinguish between friction 
































‘pet cho tao tl or no na thi ond dtd are ele 
trustworthy. It is proper to state that in peroussing the heurt the 
Pe are Mee ee 
epends largely upon the detection of very slight differ- 

aries pela 
‘There is another method of obtaining the projection outline of 
the heart which is superior to percussion, and is as nearly acourate 
as can be conceived, but which at present is in limited nse, largely 
on account of the expensive apparatas and special training required 
se ed Sere Aged a oho el 
Orthodiagrams, obtained by devices which employ parallel rays only, 
afford a knowledge of the size and shape of the heart not otherwise 
to be secured. But such work is possible only for the expert X-ray 
specialist. | 








Exrcata ntranc 
ae 


Fro, 105.—Sbowing the exposed and covered dulness of the pormal heart 


Technic of Cardiac Percussion.—In percussing the heart 
by either of these methods the general direction of the lines along 
which the percussion strokes are conducted is the same. 

(1) In using ordinary percussion to determine as fally as poe 
sible the entire cardiac dulness, first find the upper limit of the 
covered hepatic dulness by percussing from the 2d right interspace, 
at or somewhat outside of the parasternal line, vertically downward 









a dulling effect of the heart. The 
eld aside for a similar reason. Percus- 
other additional lines as the exam- 


from above downward, along the left 
d to discover the line of demarcation 
rt and the origin of the great vessels. 
and interspace with interspace, in order 


ness, percussion with light strokes is car- 
on line 2, farther to the right on lines 

















Fru, 110.—Dulnene tn 
trophy and diletat 
the right bears 
apex beat moved 
Jef, anid dulney 
creased to the rij 
the steraum. 
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(2) Aortic Valve.—Behind the loft half of the sternum on a le 
with the 3d space. Of tho 3 segments 1 is anterior and 2 poster 


ill 


se 


Fis. 114. —Showing the poalitions of the valves of the heart and the areas of thelr gre 
satibility, Solid cireles and blocks = deep valves (eorthc end mitral) Light eb) 
ani blocks = superticial valves (pulmonary and tricuspid). 


(3) Mitrat Valve.—Behind the left half of the sternum on a le 
with the 4th cartilage, 4th space, and upper border of the Sth ca 
lage. Of the 2 segments of the valve 1 is anterior, the other poster 

(4) Tricuspid Vailve.—Behind the lower 4th of the sternum 
the right of the middle line, from the 4th right cartilage to a po 
behind the junction of the 6th right cartilage to the sternum. 

Te will be noted that a stethoscope placed directly over the g 
eral valve area will receive auditory impressions from them all, 4 
the sounds of the 2 deep valves must pass through the cavities of 
heart which overlie them, Consequently the separate sound of ¢ 
valve is songht for at a point where the chamber or vessel to wh 
it belongs approaches most closely to the chest wall and at the ea 
time is most distant from the other chambers or vessels. Th 
points or areas of auscultation at which the sound of the correspo 
ing valve is londest and most distinct are as follows: 

(1) Pulmonary Area.—At the 2d interspace to the left of | 
sternum, upon the pulmonary artery and above the pulmonary val 














jong silences become 
n it n double time—Ist sound (one), — 
,ete. It is very like the tick-tack of 
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area of maximum intensity a little inside 
(Fig. 118). It is usnally strictly localized, 
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Pio, 116—Mrmmat Paeeveronic Memecn, ote tele 
by mitral obstruction, aortic incompetence murs 
mur), ana slight nortic stenosie and adherent pericantiam. @brupt Ist sound has 
‘The circle shows the point of maximum intensity and been variously ¢x- 
ee eee terrae Dare plained; but the most 
Ing tnew extent 5 
ng pretend PX | lausibleth iathat 





a sudden tension of the tricuspid valve caused by the increased pres 
sure in the right heart consequent upon the damming back of the 
blood by the mitral obstruction, the sound of valve tension thus pre- 
dominating over the muscular component of the Ist sound. The 2d 
sound is frequently reduplicated and its pulmonary component socen- 
tuated. The murmur of mitral stenosis is variable, appearing and 
disappearing according to the strength of the auricular systole. A 
few momonts of exercise may elicit it when previously absent. It is 
necessary to he aware of the fact that in rare instances the murmur 
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gh lg eames this case the murmur is soft and 
: accompanying the first sound or replacing ite valya- 
oh denen nce ep eg one ‘It is transmitted through 
the left axillary region and posteriorly to the angle of the left 
scapula. Insomecases 


ae 
ad @ flee g 
[ Ca 





due to a temporary relative insufficiency and caused by slight dilate 
tion, either of the left ventricle or the valve ring. 

It is to be borne in mind that a loud systolic murmur, heard st 
the back as well as in front, is sometimes present in the dilatation 
of the left ventricle following hypertrophy (especially that doe to 
arteriosclerosis), and due to relative insufficiency, This murmur 
may totally disappear if the heart regains its strength and the dilata- 
tion is overcome. 

(2) The murmur due to anemia. 

(3) The murmur occurring in the course of acute infectious or 
other febrile diseases, especially in children, In these cases an acute 
myocarditia is ofton responsible for temporary dilatation and conse 
quent murmur. 

(4) The murmur, varying from day to day, of acute simple or 
ulcerative endocarditis. 

(5) The intermittent murmur, very rare (cause discovered only 
at wutopsy) and due to a ruptured tendinous cord, or a pedunculated 
vegetation floating from time to time between the valve cusps. 


k inspection and palpation 
de to discover a dull area,a thrill, 








‘the aortic valve relatively 
murmur, with increase of dulness 
Tax the great-vessel 

area (to the right), 
may lead to a diag- 
‘nosis. A cylindrical, 
greatly dilated athe- 
romatous aorta may 
cause a diastolic mur | 
mur, the valve being 4 
perfectly competent. | 
Tt ot presumably due 
to the reflux of blood 
yeaa * trom.the large arter- 
ies into the sac. 
are either presystolic or systolic. 
¢ Murmur.—This is a rare murmur and 
either congenital or acquired. The ac- 
bly a sequence of left heart lesions, 
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It Fie, 126,—Trieesrin Srerone Mvnacn, This {s rignifieant 
Of relative trieuspid incompeteney duc to dilatation of 
‘the right ventricle arising from luft-side disease or anim 
wis. Tho eirole shows the point of maxinmum {n- 
temaity. It fs sennetimes haan! over the area indicated 
by the radiating lines. 










Tahalitioctes tlcnspid regurgitation, sometimes from puckering 
of the valves, but usually on account of relative insufficiency from 


dilatation of the right ventricle, consequent upon left-side (particu- 


Way titra) lesions. ‘The murmur resembles that of mitral regurgi- 
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or almost immediately followed by the “fro” murmur (dine 

tolic). 

2) Mitral Stenosis and Regurgitation —Preaystolic murmur at 

} Sg oi the apex terminating 
in an abrupt Ist 





(4) Mitral Steno- 
sis with Aortic In 
sufficiency. — Presys- 
tolic murmur at apex 
and diastolic at base, 

Other Adventi- 
tious Endocardial 
Sounds. — Not in- 
frequently certain 
sounds, in some cases 
“qualities * might be 
Fie. 12%.—Combined marioure of sortie Incompetence and the better term, are 
| senonis and mitral ineormpetency. found in connection 

with the closure of 
the valves, expecially the mitral and aortic, They may be variously 
desoribed as harsh, grating, rasping, clicking, or murmurish. The 
clicking sound may be mistaken for reduplication of the Ist or 2d 
sounds; another may, as implied by the last word of the preceding 
sentence, suggest & murmur without possessing sufficient duration to 
deserve the name. It is probable that in all cases the valve cusps 
are thickoned and rough, and, when possessing a murmurish quality, 
slightly deformed aa well, so that their apposition is, for a brief in- 
stant, hesitating, imperfect, and with some friction. A loud aortic 
sound or quality of the clicking or harsh variety is excellent evidence 
of atheromatous changes. 








EXOCARDIAL SOUNDS 


In addition to the adventitious eounds which originate in the 
interior of the heart, others which arise from conditions external to 
the heart may be heard over the pericardium. Exocardial sounds 


develop a rubbing Seer 




















Walls and the Size of the Ves- 

it under the fingers, slip- 

ormal artery is scarcely to be felt 
that is sclerosed is firm, cordlike, 

















Feu, 150, —Janewny's splirgiinniaunnetien, 


When the pressure reaches such a point that the pulse at the 
wrist is obliterated, the height of the mercury column in the 
manometer is equivalent to the maximum (sysfolie) 
depending upon the principle that equal pressure ix transmitted 


- ll 
































column varies ean ome | 








blood delivered into the aorta 
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Pro, 181.—Sphyginograms, diagrammatic and actual, 
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Fro, 132.—Sphygrograms, actual. 
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thickness of walls), it’ is 
w to use and interpret it asa 








_ The blood column, which has 
is suddenly checked, and the 
se of pressure which forms the 


. 











a 
mammillary line, ents 
rib at the scapular 

the Langs extend 1 rib farther down, in 


than those just given. 


el 





z 






lower border of the Tung in 
the mammillary line. These 
two fissures bound the mid- 
dle lobe. 

Left Lung.—The apex of 
the left lung and its anterior ha helena ace 
border, as tar down as the 4th 1n—Shaog 
rib, correspond to those of ‘St lors limit ofthe pled) on the right 
the right lang, except that 
this border lies farther from the midsternal line. At the level of 
the 4th rib the anterior bordor curves outward, downward, and then 
moderately inward to the 6th rib, exposing uo somewhat semicironlar 
area of the pericardium (superficial or exposed cardiac dulness). 
From this point on the 6th rib the lower border runs outward and 
around to the spinal column, its course corresponding in all | 
to that of the lower border of the right lung, save that it lies o trifle 
lower. 

The loft lung bas two lobes (Fig, 146), upper and lower, sopa- 
rated by a fissure, which begins and runs aa in the right lung, but, 
instead of bifureating, passes downward and forward to end at the 


6th rib in the left mammillary line, 


















this description that we have 
sides (Fig. 135), from above downward, up- 
of the scapula; below this, lower lobe. 

In front, on the 
vight side, upper lobe 
ag far down ag the 4th 
rib; from the 4th to 
the 6th, middle lobe; 
on the deft side, upper 
lobe alone, 

Laterally on the 
right, in the midaxil- 
lary line, upper, be- 
ginning of middle, 
and the lower lobe, 

Lateraliy on the 
deft, in the midaxil- 
lary line, upper and 
lower lobes. 

Pleura.— The 
pleural sacs extend 
below the lower bor- 
der of the longs toa 
. Inthe mammillary line they lie 2 inches, 
34 inches, in the seapular line 14 inch lower 
{ (Fig. 135). The anterior edge of the left 

10 4th rib lies nearer the midsternal line than the 
r of the anterior border of the left lung. The 
f the reflected pleura forming this complementary pleural 
0 sare in contact except when separated by fluid in the 
learal cavities, or thrust apart by the edges of the lungs as the 
‘Iter advance and retreat during inspiration and expiration. 


al ‘THE PHYSIOLOGY OF THE LUNGS 

‘The Inngs may be looked wpon as large airbags minutely subdi- 
Yided into lesser sacs—infundibuli—the walls of which are bulged 
outward by numerous concayities averaging ¢}y of an inch in diam- 
tter, the air-vesicles or alveoli. The total area of the latter is about 
{square metres. The air enters the vesicles through the trachea, 
thebrouchi, the bronchioles, the infundibuli, and is separated from 
the Mood in the abundant pulmonary capillaries by an exceedingly 
thin tnd delicate membrane, through which oxygen passes to the 
blood and carbon dioxide to the air in the vesicles. For clinical 






































ben of the lang and the lower 
‘posteriorly. 









eme ta of the lunge, lung expan- 
lung collapse to inspiratory, impulses, 











th ; largely 
 Costal breathing in a man or its 
aiiteacses/etthe? uf dgepama, real cr 
condition limiting the mobility of the 
m depending upon the full and free 
of the diaphragm is recognised by 
epigastric region during inspiration. 
ori the epigastrium and upper abdom- 
r are sucked in during inspiration, it is 




















diagnostic 
in a mechanical hindrance to expansion 
ce of fluid or air in the pleura, or exten- 
the right side) by an enlarged liver; 
mchus by a foreign body or the pressure 
or in disease confined to one lung—tuber- 
cancerous, hydatid, or atelectatic. 

















ity of cases a 


implies 
; in patients’ parlance, “ shortness 











Pie laid upom sbicheok walliehle 
BB -ordis ‘or more than ordinary loudness, a 
b sensation is perceived by the palpating 
The vibrations originate in the vocal 
columns of air in the trachea and 
through the substance of the lungs 
sity of the vocal fremitue depends upon 
and pitch of the voice; second, the 
ness of the media through which the 
study the vocal fremitus the patient is 





















_ , the Ist, 2d, and ad 

] from sternal edge out- 

illary line, the covered (deep) 

t by strong percussion at the 4th 
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interspace or 5th rib, and continuing, with gentle percussion, the ex 
posed (absolute or superficial) dulness of the same organ becomes 
dire bicleahend rib or interspace, thus indicating the usual loca 
of the anterior portion of the lower margin of the Inng in this 
line. In the left mam- ed 
millary line the normal 
Tung resonance is im- 
paired at the 4th or Sth 
interspace by the exposed 
(superficial) cardiac dul- 
ness; and a little outside 
of this line and at about 
the same level strong per- 
cussion elicits a tympan- 
itic quality from the un- 
derlying left end of the 
stomach, which mingles 
with tlie lung resonance. eS ne ~ 
From this point down- 
ward very gentle percus- 
sion finally offers, at or | 
just below the 6th rib, a ory 
pure tympanitic sound, indicating the usnal position of the lower 
anterior border of the left lung. Any areas of dulness or 
resonance which have been found on the front of the thorax may 
now be more carefully mapped out. 
‘The lateral (axillary) regions of the thorax may now be examined, 
percussing from the axilla downward in the midaxillary line, finding, 
by gentle percussion, the last trace of pulmonary resonance—i. &., the 
lower lateral border of the lung—at the 8th rib, if it is in its normal 
position. 

Percuss next the back of the thorax in the seapnlar tine, from the 
suprascapular space downward. At the buse, the liver on the right, 
and the kidney and spleen on the left, will modify the lung sound, 
but it may be traced by percussion strokes of moderate strength ms 
far down as the 10th rib or space on both sides. 

By implication from the foregoing suggestions it is readily 
seen that during the examination one endeavours to ascertain the 
boundaries of the lungs (topographical percussion), and that com- 
parison is made, not only between the sounds from corresponding 
portions of the individual chest, but that each sound elicited i 
assigned to ita proper place in the descriptive list of percussion 
sounds. 




















th ie ma is clearer and =a 
ge pean in chil- 





sion is carried toward 
and over the trachea. 
Infraclavieular 
Spaces. —Below the 
middle of the clavicle 
(in the mammillary 
line) there is typical 
well-marked pulmon- 
Rea re Af ary resonance. Per- 
Of the thorax. Horizontal tine cussing toward the 
ee. Vertical lines=tympunitie median line, osteal 

: Oblique lines = im: iti 
mine nn evo acer) mane’ tan te 
eee Shah bana heard, owing to the 
presence of the ster- 
h tracheobronchial air columns, and pulmonary resonance 
‘From the mammillary line outward there is a slight 
diminution in the pulmonary quality. The pulmonary quality is 
or erly in the right than in the left supraclavicular 


oie both mammary spaces the pectoral muscles 
a In the mammary glands tend to muffle the sound of 


miry resonance. In the lower portion of the right mammary 
of the liver causes partial dulness. In that por- 


region the presence | 
Monet the left mammary region internal to the mammillary line, and 
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Consequently, ex 


st pereussed. 
consolidation of the lung, the | 








Fie. 189. —Showlng the dulnexs due to Guid in the left complementary (rutleeted) pleura 


(1) Dulness or heightened pitch over one apex (sometimes both), 
with normal resonance elsewhere, is usually suggestive of tubereu- 
losis, but may in somewhat rare cases be due to pneumonia, gangrene, 
or new growth, Slight impairment at both apices, disappearing after 
a few forced inspirations, is found not infrequently in persons of 
sedentary habits who are not accustomed to deep breathing, 

(2) Dulness over the lower lobes posteriorly may be significant of 
pneumonia, plearisy with effusion, adema, atelectasis, or the hypo 


eT 


Grocoo's triangle is not pat 





plearal | 
‘Triangles doe to nenpleural causes are 


: 
: 


plasms, large ascites (double triangle), and (left side) the pr 


uterus (Swrrures). 





peculiar percussion sounds 
their resonance exceeds that of the normal lung, are classed as var 
ties of tympanitic sound—namely, amphoric, cracked-pot, and | 
percussion. hoes ar other oer aaseda the extraresonant 
percussion éounds which will be noted. 





(1) A hyperresonant, almost tympanitio, note on Both aides ab the 
Gat ninticetiret epi ens  e 
tympany on account of the tension of the chest walls. 
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a cavity, it may be inferred that the latter is 
diamoter, close under the parietes, and with 
amphoric resonance is suspected, a pleximeter and percussion 
mer may be used, these instruments tending pan gt fe 
quality of sound better than finger ion alone, especially == 
simultaneous auscultation is made. If due to pneumothorax sma 
not to a cavity, the discrimination may ptt. om | 
greater extent over which it is heard in the former. 

(10) The eracked-pot sound is tympanitic, but has a 
peculiar hissing, chinking quality. The hissing c 
sound resembles and, indeed, is sometimes due to an 
from under the percussed surface through the upper 
The chinking eloment resembles the sound heard on 
cracked metal vessel. The sound as a whole may be 
tated by clasping the hands loosely together and striking 
the knee. If the presence of this sound is suspected the 
stroke should be sharp and rather strong, and the plex 
after its descont, allowed to rest upon the pleximeter 
adding « species of push to the stroke. ‘The patient's mo 
be open and percussion made during expiration. - 

The dingnostic value of this sign is somewhat varied. 
obtained from the chest of a healthy infant (especially 
and in some normal adults, If occurring (Fig. 143) over 6 
a thin chest wall, it may be due to a cavity having a comm: 
with a bronchus; if over the lower half of one side of the 
pneumothorax opening by a fistula into a bronchus, or communic=at| 
ing with the external air by an opening through the ehest wall. It 
may also be elicited from the lung above pleural effusions, and in the; 
congestive stage of pneumonia (Fig. 142). 

(11) There are certain alterations of pitch—sound mutation a 
change—found in hyperresonant percussion notes over caviti 
which are detected by and partly dependent upon special postural oy 
other disposition of the patient. These changes are: 

Wintrich’s Phenomenon.—If a tympanitic note becomes load 
and raised in pitch when the patient opens his mouth, protrudes 
tongue, and breathes quietly, it is suggestive of = cavity having fi 
communication with a bronchus. It can be simulated by percu: 
over the trachea while opening and closing the mouth. It may 
obtained in cases of pneumothorax with a large fistulous open 
into a bronchns, In both of these instances (Fig. 143) the pe 
sion vibrations over the cavity are direotly transmitted to tho 
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to articulate the letter f, and then in- 


i of the vesicular sound is still somewhat 
is it is conceived to urise from the puss- 
a ieseeainncibrermne eeeekiis athena, “4 
sound of breathing originating in 
eee transmitted to the surface and modi- 
fied by passing through the spongy vesicular lung tissue, certain 
acoustic elements of the sound having been absorbed or dissipated in 
transit. Without question the latter hypothesis best explains the 
modifications of the breath sounds which are heard in disease, ‘Thus 
bronchial breathing is heard over a consolidated portion of the lung, 
effect of the spongy lung tissue is 
and the tracheo-bronchial breath sounds are transmitted with little 




































7 teed of the manu- 
tritm, und over the interscapn- Fra. 14¢.—Dotted arva shows whero }wron- 
er regions at the level of the 3d chia) (larger dots) and broncho-vesieu- 
dorsal 


ar (smaller dots) breathing normally 

vertebra —i. &., over por- exist. Note higher origin of bronchus 

tims of the chest where the lar- to right upper lobe compared with that 

; to loft upper lobe. Shows also Tine of 

domareation betwoen upper and lower 

lobes of left lung anteriorly (see page 
412), 


d bronchial and vesicular characters. 






or three cervical 
bre; bronebo-vesicular breathing below the vertebra 
far down as the 3d or 4th dorsal, and for # short | 
and left of the spine at this level, more marked 
side, < 


‘The vesicular breathing over the remainder of the chest hn 
vary in quality, but does vary in intensity, according to the thick 








whiffing, as in pneumonia inyoly- 














‘hing but a slight distant expira- 
with each syllable of the whis- 
tions which cause bronchophony 
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rring, almost snoring, in quality, beginning 
ng inspiration, and perhaps during expira- 

or sonerous niles, having their seat in tho 


bes of medium size afford riles of medium pitch. 
"tah 





‘Fis. 160.—Adventitious respiratory sounds or scoompaniments. 


tn many cases, especially in children, sonorous riles may be heard at 
Ailistance, and are readily palpable by the hand upon the chest. 
These rilles are significant of bronchitis in the early stage when 


Mi 





the upper part of the body is 
je to side, a metallic splashing 
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sound is heard, audible at a distance, it is almost certain evidence oe’ 
the presence of air and fluid in the pleural cavity (Fig. 150). mS 
similar sound originating in the stomach or colon may be a sourc=mee 
of error. Very exceptionally it is due to a large, partly filled lonme=ang 
cavity. 

(c) Friction Sounds.—Sounds variously described as rubbing cam 
creaking, grating, rasping, crepitating, or leathery are due to that ae) 
friction of apposed inflamed and fibrin-couted pleural surfaces. 

the pleural surfaces are subsequently separated by effusion the soun@emen, 
disappear, and may return whon the fluid is absorbed. Friction a3), 
sounds are superticial—i.e., give an impression of nearness to Ue 4] 
ear; are quite strictly localized and do not tend to shift their poexemn 
tion; are not removed or perceptibly modified by cough or foree=<a—», 
respiration ; can sometimes be intensified by pressure with the stot—oeth 
oscope, which is painful; are heard especially during inspiratiomeon, 
may continue during expiration ; and at times become palpable (frre, 
tion fremitus). Friction sounds, according to the impression mamma, 
upon the observer, may also be classified as fine, medium, and corn. 
The finer frictions may very closely simulate the small or crepitammmmans 
rile, but the points noted in the preceding sentence will in meecost 
cases serve for differentiation. 

Friction sounds over the thorax signify pleuriay or pericardim==tia, 
more rarely (over lower thorax) peritonitis. Thoy are absent in “Sbe- 
ginning hydrothorax, as the pleura is not inflamed. If found at @&==he 
base of the right lung posteriorly, or over the 7th, Sth, or 9th rigaebt 
interspace anteriorly, it may indicate hepatic abscess, or cancer, Ff 
subphrenic abscess (subdiaphragmatic peritonitis), because of the => 
volvement either of the peritoneal covering of the liver (perihepes=®> 
tis) or of the complementary pleura from its contiguity to the => 
flamed peritoneum (Fig. 179), 

Subpleural friction (Rrswan) is a soft rubbing or fine, soft ere 
tation, without pain or evidence of consolidation, which has he= 
observed in cases of miliary tuberculosis, the tubereles not caus = 
inflammatory roughening of the pleura but lying just bencath aa 
projecting sufficiently to produce the sounds observed. 
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juadrante, right upper and lower, left upper and lower (Fig. 153). 
This arrangement has the desirable merit of simplicity. 
‘Topographical Anatomy of the Abdomen.—The abdominal aorta 
(fig. 161) begins just above a point midway between the upper bor- 
ter of the sternum and the umbilicus, lying to the left of the spinal 
tlumn. It commonly bifureates abont } inch to the left of and 
tlie same distance below the umbilicus, corresponding to the body of 
the 4th lumbar yertebra. One inch above the umbilicus arises the 





Pe 1—Shiowing mine topographical areas of abdomen, (After Joosol. Redrawn and 
modified.) Soo also Fig, 93, 


inferior Mesenteric artery; 3} to 4 inches, the renal artery; 4 to 44 
ihehieg, the superior mesenteric artery ; 43 to 5 inches, the caliac axis, 
‘onsponding to the body of the 12th dorsal vertebra. 

The exact surface relations of the different abdominal viscera are 
“ated in connection with the detailed examination of each organ. 


The contents of the yarions regions are indicated in Fig. 154, See 
tbo Plates I and II. 
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Practically there are various methods of indicating the location 
of abdominal lesions and physical signs. 

(1) The findings may be roughly stated to lie in one or more of the 
9 areas or regions marked out by the older system; or in one of the 
quadrants of the simpler method. 

(2) To localize more minutely (Fig. 153): Suppose a vertical and 
a horizontal line, intersecting the umbuicus, to be already drawn. 





Fie. 158.—Showing the quadrants (right and left upper eb right amd belt lower) of them 
abstoruen ; also different metheds of describing with soouracy the location af sldes— 
itiad signs or lesiona, 


Then measure the distance of the point (centre of tumour, tendes™ 
pot) above (or below) the umbilical horizontal lino, and to right (o= 
left) of the median line. These measurements will accurately orion® 
the desired spot, according to the position of the lesion or physicw® 
sign. 

Measure its distance above the symphysis pubis in, and, if to ome 
side, to the right (or left) of, the medinn line. 

Measure its distance above, and also inward from, the right (oF 
left) anterior superior iliac spine. 

It is sometimes convenient to state that the lower border of == 
enlarged liver or spleen lies so many fingerbreadths or » hanal- 
breadth below the costal margin. One fingerbreadth is § inch; te) 
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‘Vinches. 

0 mén.—In infants and young children the abdo- 
ten it normally large and prominent relatively to the size of the 

| chest. Tt is larger in women (especially multiparw) than in men, 
sed in the former frequently presents a bulging of its lower half as 

aresult of corset wearing. The upper abdomen may be temporarily 

distended by a hearty meal. 

The normal abdomen on inspection is seen to be moderately 
arched. Its upper portion moyes easily and quietly with the move- 
aria mei By palpation, it is found to be soft, its walls 
arertadily depressed, without causing pain, and the abdominal mus- 











Foti Showing roughly the vontents of the nine topographical ureas of the abdomen. 


ts are not contracted unless the patient is “ticklish” or nervous. 
No swellings or hard masses can be perceived unless there happen to 
belirge portions of fwcal matter in the colon. On perenssion, it is 
teywhere tympanitic except over the liver and spleen. Awseulta- 
im is negative except for occasional gurgling or sonorous sounds. 


Il, METHODS AND GENERAL RESULTS OF 
ABDOMINAL INSPECTION 
Teehniec—With the patient in bed the abdomen should be ex- 
Wed by turning well down all the bed clothing, thick quilts or 
thnkets particularly, except the shect; then, under cover of the 
sheet, drawing the nightdress az far up as the lower sternum, and 


















ns to be made are between degrees of 





nic dulness, the abdomen normally is 
Yesonant note varying with the size of 
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altered. 4f ascites occurs in a previously lax and pendalow 
mon, the latter may protrude in un oddly conical form. On j 
sion the flanks ure dull and the centre of the abdomen resona 
air-containing intestines floating upward toward the highest 
(Fig. 155). Unless the Maid is encapsulated or its amount ex¢ 







Pin, 1S. —Shewing the contra! tympanicity aud lazeral dulnoss of an abdomen o 
free flubt. vpare with Fig, Lid, 










Central part of alstomen 


Fre. 154.—Showing hoth tanks dull in ascites, dorsal posture. 


Formerly duit, 
now tyinpanitios, 









with change in Hine of 
hora! posture, Compal 


pert 





nk in ascites, after assuring 
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ilieal region, due to the subsidence of 
If the amount of fluid is considerable, fluctn- 





Fy 14_Shoming tml dulness and lateral tympanicity of abdominal oystio or solid 
—tumonre Compare with Fig. 159. 


ation may ‘be clicited. ‘To obtain fluctuation, the ulnar edge of an 
“sisiant’s hand should first be pressed firmly upon the linea alba in 
onier to ent off the vibrations of the abdominal wall which may 
clowly simulate fluctuation. One hand of tho examiner is then laid 












Pie, 159. —Crosa seotion explanatory of Fig. 158, 


Spon one lateral wall of the abdomen, while the fingers of the other 
tap rather smartly upon the opposite side. If fluid is present, 
4% transmitted wave, which may also be visible, is distinctly felt by 
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of tympanites conjoined with great 
significant of acute general peritonitis. 
distention of the stomach and intestines 
ional symptom of hysteria, In all cases of 
possibility of intestinal obstruction should 





deranged or defective inner- 
-wation, may also be a cause 
<t meteorism and obstinate 


<onstipation (Woo). 
In comparatively rare in- 





-Perlorating ulcer of the stom- Fo, 160.—Showing abdominal meteoriam, pereus- 
ach or intestine, a perforated ey eas pobre le a 
‘appendix, or the presence of 
@ meforming ‘micro-organism in the cavity of the peritoneum. If, 
‘Tom the sudden onset of collapse, meteorism, and severe abdominal 
Prin, a perforation peritonitis is suspected, one may endeavour to 
that the distention is extra-intestinal by finding whether 
r dulness is present in the dorsal position, and if so, 
it disappears when the patient is turned well over on the 
side; and similarly with the splenic dulness. If this change 
place, one may ais that the air is in the peritoneal cavity, 
ful that, being free, it has in each case risen to the highest. point, 
ths inforpomtog feel | between the liver (or spleen) and the abdom- 
inal walls, ‘The alteration with change of position is the significant 
| ign. ts liver dulness may nearly disappear as a result of ordinary 
‘Meteoriam, marked emphysema, hepatic cirrhosis, and a disease of 
tt oceurrence—acute yellow atrophy of the liver. 
Témour,—Abdominal distention from tumours may, if the latter 
i yery large, closely simulate enlargement duo to the previously 
entioned canses. It may be said that in general a large neoplasm 
fives « greater increase in the antero-posterior than in the transverse 
diometer as compared to the manner of increase caused by fat, fiuid, 
\ Fe Moreover, in the majority of large tumours the enlargement 
Of the abdomen. is not quite symmetrical; percussion does not show 
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PALPATION OF THE ABDOMEN 473 


fiaphragm consequent upon pleurisy, emphysema, or a greatly 
liver or spleen. 

‘tumours which are readily movable by palpation, and which 
{ when the patient is in the erect position, are floating liver, 
and kidney; tumour of the stomach (especially pyloric) or 
le; fweal magses or concretions, and gallstones. Stightly 
{are tumonrs of the gall bladder and omentum above; uterus 
wies below. /mmovable are tumours of the pancreas, aneurism 
sbdominal aorta, abscess or inflammation due to disease of the 
ix, tumour of bone or abscess resulting from caries, and en- 
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Pie: 168,—Showing possible Sudings in the splenic and sigmoid areas 





jretroperitoneal glands or abscess. Tumours of the stomach 
}time may change position with the peristaltic movements. 

Note also its size, approximately or by measurement; its 
}round, ovoid, or irregular; its surface, whether smooth or 
+ and its consistence—soft, doughy, and indentable (fecal 
Imoderately hard or stony. Can fluctuation be obtained—i. e., 
& eystic nature, with finid or semifiuid contents (hydrone- 
or pyonephrosis, ovarian cystoma, distended bladder, hydatid 
egnant uterus, ectopic gestation, or encysted abscess)? Lf 
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Uumrickt METASTASES FROM CANCER 
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owing possible findingein umbilical ares, 


LA 
sh dimensions that it underlies several of these areas, or 
‘ocoupy nearly the entire abdominal cavity—e. g., liver, 
rian tumonr—but careful palpation, aided perhaps by the 
‘it to be traced to its origin in a particular region. 

















to the right and then ascends to the pyloris, 
closer together, and the lesser curvature is short 





: the comparatively imm: 


; to the diaphragm through Fea 
of the enlarged or prolapsed organ 
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viously deseribed as heard upon auscultation of the esophagus (q, #.). 
Upon listening over the notch between the ensiform appendix and the 
left costal margin the same sounds may be heard—vix., at the instant 


of swallowing, the deglutitory sound (which is not offen heard over 
the stomach) ; the esophageal bruit, 6 or 7 seconds after the act of 






Fito, 167.—Showing undulatory waves of periatalala, ‘The eromoe are placed om the thine 


prominent waves, The letter / indicates the depression ott the lomercarve (Reirawn 
from Onler.) 


deglutition; and the secondary murmur, 3 to 5 seeonds later, The 
absence of the latter two sounds, if demonstrated, may be of some sig- 
nificance as indicating esophageal stenosis, or possibly also a lack of 
motor power in the deglutitory muscles, 
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Fie. 173.—Broken fine sliows prolapse of the 
stomach (gustroptosia), Note vertical position 
of stomach; also the situation of the pyloric 
end at or near the umbilicus as compared to 
its normal location (indicated by the cross), 


; Solid Vine shows dilatation of the stomach 
tmarked upon the abdominal (gustrectasia). Note desoont of lower border 
Wall, it remains to decide to oF below the urnbilious, while the pylorio 


from the findings whether end lies p relatively short distance below the 
the at h is 1. in normal point, Note also the much Increased 


: dintance between pylorus and the most depend~ 
Size and position, whether it ent portion of the lower border, 


is prolapsed (gastroptosis), or whether it is dilated (yastrectasia). 
‘Some degree of prolapse usually accompanies dilatation. 
{t) The Normal Stomach.—The normal positions of the lesser and 
Grater curvatures and the pylorus have been previously described 
sniare shown in Fig. 166. 











i 
& 
iis 


“in th wall of the colon. 





Hae 





! sense of touch (Devsrour). 
Inbred and washed as i? uncovered. 






Jo. 1te—8h the pointe which deteruiino tho sizo and position of the normal liver, 

itl sine = rn of liver overlapped by Jung: vertical sliding = portion 
‘verlapped by heart. Compare with Fig. 150. 

{\) Upper Limits of Liver—Mark a point (4, Fig. 178) at the 

lower edge of the left 5th rib, between the parasternal and mammil- 


—- 
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lary lines (about 2 or 24 inches to left of left edge of sternum). Mark——a 
a second point, B, in the right 4th interspace in the mammillary line. 
From & draw a line to the left convex upward, but curving down to=m=eo 
the base of the ensiform cartilage, from which it is prolonged te 4... @. 
From # draw also an almost horizontal line to the right and poste——_ 
riorly, eutting the midaxillary line in the 7th space and the scapularmaer 
line in the 9th space, to the midspinal line. The entire line, front om, 
side, and back, corresponds to the upper limit of the liver. 

(2) Lower Limits of Liver.—Mark a point, ©, in the median lines, 
a handbreadth (about 34 to 4 inches) below the base of the ensiformeraen 
cartilage. This will lie somewhat above the halfway point betweem=oom 
the ensiform appendix 
and the umbilicus. Market, 
another point, J, at theme oe 
lower edge of the tT h 
right costal 
and a third, 2, at the omne 
edge of the left costammmal 
arch, on a level with thame=ne 
lower border of the 6tamth 
rib. Draw a line fromm 
point D upward and t= to 
the left, through poim=ment 
C, at which the intesem=er 
lobar notch should kaa be 
indicated, then bendins==ng 
upward through poirm=ealint 
Eto point 4. From=coom 
point D draw o lircmeaine 
backward to the righeci® ht, 
Fio. 179.—Showing the surface relations of the tung, cutting the 10th inte=s=eer 

Car's ta copie he miata 
inp the Heer neces Heme Tine (Fig. 179), fromm 

which it joins the spire Zine 
at the level of the 11th rib. The entire line, front, side, and bach=—=ek 
corresponds to the dower limit of the liver. 

One may note that the left lobe lies to the left of the mediaee=an 
line and extends nearly to the left nipple; the interlobur notch lie aser 
in the median line; the liver, in the right mammillary line, extenemeeds 
vertically downward from # point just below the nipple to the 
margin; and that the lower border of the liver on the right comm 
responds nearly to the costal edge, In the aged the lower edge 
the liver may lie ono space above the indicated limit; in infants amend 









n (Fig. 178), the remainder being 
ribs or the anterior wall of the 
eovered portion of the liver affords 
or modified dulness, because of the 
the liver and thoracic wall, and 
which is in parietal contact gives 
clinically two areas, The first is the 
covered hepatic dulness; the second, | 


















peeks hae 
ccpemms ; the liver (Fig. 190) it is necessary to determine (=) 
the upper limit of covered dulness, (2) the upper limit 

dulnoss, and (3) tho lower limit of exposed . Perouse 


Fra, 190.—Showing the results of porousion over a normal 
livor (and leat). 


mammillary line, the 7th space in the midaxillary line, and the #®” 
space in the scapular line. By comparing rib with rib and inte™™ 
space with interspace, it may be quite accurately located. 

(2) Upper Limit of Exposed Hepatic Dulness.—Passing down fmor=™ 
the upper limit of covered dulness with geatle strokes, absolute d= 
ness will be met with under normal circumstances—in the mammillas™J 
line at the 6th rib; midaxillary, 8th rib; scapular, 10th rib, SE 
ascertainment of the upper limit of the exposed hepatio dulnes= sd 
practically the determination of the lower border of the right lm==& 
the respective limits coinciding. Note that, in the midsternal === 
the demarcation between the exposed heart and liver dulness <=* 
not, as 4 rule, be determined. By auscultatory percussion it is oceo* 


























THE EVIDENCES OF DISEASE. 
between tumour and liver conducting the sound without interrupe=> 
tion. If, however, a tumour originating outside of the liver has commen 
tracted extensive adhesions to it, or has come to involve the liver sss 
well as the adjacent organ in which it first began (¢, g., stomach), anit 
‘will be impossible to determine which viseus is the more involved. 

(d) Palpation of Liver and Gall Bladder.—For palpation of the amne 


liver the patient should be in the recumbent position, with the hesceessd 
and shoulders somewhat taiseome—od 


pon 
wall below the right costal 
the fingers pointing apward anesmnd 
A somewhat toward the mediit linemeaae, 
Fra, 151L—If a nearby tamour ls connected their tips resting-just outside cxeaf 
el menmmipen opefberbaphinfagis arto! 
; order not to mistake the uppemmmer 
priingepca teeta "most linea transverga for the edgemeere 
of the liver, 
Seek first to find the lower 
edge of the organ. Depress theme 
fingers and upper 










hat 
ii 


ze 
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i 
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it 
patic edge 
Gwe th 
. pationt 
Pra, 182.<If the tumour (see Fig. 181) is not connected with the Hiver bat take —— 
with seme adjaonnt ongan (a. x. stermnch), note D resembles @ mere bad 
than it rescintilos #: ries of deep 


respirations. 
pressing the fingers inward toward the end of expiration, when, is 
the edge of the liver is palpable, it may be felt to slip under the fin——— 
gers, ns it moves on the average half an inch up and down with the" 
respiratory movements, As the liver may be greatly enlarged, i=" 
lower edge must be sought for at different pointa from below thar” 


\ 
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are found, it is significant of cancer ; smooth, slightly elevated promi 
nences are met with in gummata of the liver; and one or more=aeq 
smooth projections may be felt as evidences of abscess or oyst. If —) 


either of the latter is suspected to be present exploratory punctursa— 
(q. v-) may be made, 
V. THE PANCREAS 


Aside from the scanty signs revealed by direct physical examina 4 


tion of the pancreas, other diagnostic points (g. 0.) are Pain, Fattrae 
Diarrhma, Glycosuria, Ascites, and Jaundice. 





Fie. 183.—Showing the relations of the pancreas. 


Topographical Anatomy of the Pancreas,—'This organ lies alko>™4 


3 inches above the umbilicus, midway between navel and ensifo=e™ 
appendix, corresponding to the level of the 2d lumbar vertebra. xX 
is usually 6 inches long. It is deep in the epigastrinm, lying tae = 
versely across the spinal column with its head reating in the curve o! 


the duodenum and its tail extending to the spleen. The stoma 


hides it in front. Because of its depth and surroundings, it is rare EY 
accessible for direct examination. 


It is clinically important to remember the close relation of eet 
head of the organ posteriorly to the inferior vena caya, the pore! 


_ ll 
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so that the finger tips, by exerting pressure and pushing up a fold <A 
skin, lie close to and under the left costal margin at the 10th cartci- 
lage. The edge of the spleen, if sufficiently enlarged, may then ise 
felt withont further trouble. If not, desire the patient dram 
several deep breath==s, 
when the sharp splillille- 
nic edge, moving wirenth 
respiration, will Tie 
perceived to slip or 
ride over the ends at 
the fingers. Still femur 
ther aid may be cumeab 
tained from placing 
the unoccopied hammmmnd 
posteriorly , betwomee-en 
the ends of the 10st 
and 11th ribs asumnd 
making firm pressummmre 
#0 as to tilt the org =n 
forward and make = it 
more accessible. 
MIDAXILLARSE Under normal car- 
Lg a) A: cumstances the sple—=©™ 


can not be felt. i 
> increased in size, 4 
> aa - : anterior wi 
Fra, 154.—Showing the surtuce topography of the spleen. I sag direct 
Shaded area r= partion overlapped hy tung. Ni i 
sot ie te lines lag vitah peeccadea Site Sanna = 
emooth. Notehing 
this border is generally but not always to be found. A point of 
practical importance is that a depression or space in which the frag 
tips can be sunk may invariably be detected at the posterior 
of the enlarged organ, between it and the erector spinw. In 
quently the spleen, although enlarged, can not be felt owing to 
unusually strong phreno-colic ligament which prevents its protrusi 
from under the ribs, In such a case percussion must be relied apo" 
to declare the enlargement. 

‘The question sometimes arises as to whether a tumour found — 
low the left costal margin is an enlarged spleen or an enlarged ki 
ney. The discrimination is to be made by finding, if it is the splee==—™—” 
that the shape is oval, that it moves with respiration, that it _ 
notched, that it has a sharp edge, that a gap exists between it aed 
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level of the tip of the spinous 
On each side draw 2 
horizontal line. ‘The first 
median line, the seeond 
outer parallelograms thus out 
tion of the kidneys. The lower 
than left) lie L to Linch above the | 
upper ends are covered by the 11th 
overlaps the upper extremity of the 
kidney. 

Physical Examination of the Kidneys.—Of 
methods of physical examination, inspection is seldom 
pation is indispensable, percussion is untrastworthy 
use, and auscultation is never employed. 
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tion. thr and Jambar muscles, tho di 
eee ter muscles, showing the ditticulty 


If the dulness is greatly lessened or ab- 
is to be suspected. In either case abdominal 
more reliable. 

it kidney—and in the majority of cases it is 
o be discriminated from a distended gall 
sorilishea by remembering that if it is 
movable in all directions; may be carried 
and held there during forcible expiration ; 
d and upward toward its normal position, 
and elude further palpation; moves slightly, 
; and that an area of tympanitic percussion 
between it and the costal margin. On the 
F which, when distended, may resemble 
in size and shape—moves with respiration ; 
n side to side, or in various radii of a small circle 
the bladder as its centre; and, if pushed back- 
the abdominal wall, tends to spring forward to its 
When the pressure is removed. Finally, unless the 
which it usually lies, has become looped over the neck 


























f the hain wey offeront impulses, which 
but from other centres may be secretory, 














BLACK FIBRES «INDRECT PATHWAY. 


REDS CENTRAL ( rome 
Fro, 190—Moror Parwwava Direct motor path (1 tel) tor sotratary" Tenpalese) —_ 
from cortex, vis corona radiata, Loternal caps, cram jos, metal, cron! ad SS 


(for muscular co-ordination and higher refiex and automatic movements) rane frome abe 
tex to pons neclei, to cerebellum, to lateral fundamental column, via the pedunche 
‘Sbres verminating at various levels in the anterior horn. 
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Segmental Motor Localization in the Cord.—One must distingw 
carefully between the motor functions of a segment and those of | 
peripheral nerve or nerves of which the axones coming from a } 
ticular segment may form « part. Each segment may be regardes 
a unit possessing certain motor, sensory, trophic, vasomotor, 
reflex functions, with reference to the peripheral distribution of 
nerve roots which pass off from and enter it. A segment is nea 
after the pair of nerves which arise from it, and not from the ve 
bra at the level of which it lies. Any peripheral nerve may com 





Fie. 102—Showing the relation of the «pinal cond to the dorsal surface of the triste 
relative length of the cervical, dorsal, lusbar, and sacral portions; abd the pow 
the cervical and Jambar enlargernents, 


fibres, motor or sensory, from several different segments, and, ind) 
this is the case in the majority of the cerebrospinal nerves. Oo 
quently, movements, not individual muscles or nerves, are represe?) 
in the gray matter of each segment, and the determination of 
exact position of focal (circumscribed or limited) lesions of the ¢ 
depends largely upon the discovery of the deficient action of a gt 
or groups of muscles controlled by definite segments of the o 
from which deficiency one may infer the existence of disease in 
controlling segment. 


of the spinal cord and some of the diseases 


m with Fig. 108; aloo with Figs 1954 and 1966, 
523 











Rod = motor 


ith Fig, 1964, 
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Compare w 


fer efferent). Bive =vensory (or atforent). 


Wie. 15 Showing the fonctions of the various tracts of the spinal cord. 


























THE NERVOUS SYSTEM 535. 
system. It should be borne in mind that the latter, embracing the cra- 
nial, vertebral, and peripheral ganglia, is simply a part of the peripheral 
apparatus. 





Lona Saewenous: 


. =| 
fs 19—Showing tho distribution of the sensory nerves of the skin, anterior aspect of 
trunk and Joy. 








(1) The mofor functions of the cranial nerves are summarized in 
the following table : Moscuss 
Sphinoter itidis. Ciliary muscles, 
Levator palpebre superioris, Reetus 
ML Caantae (Moron octri)...........) internus in convergence, Rectas 
superior, Reetus inferior, Inferior 
oblique. 








VII. Cuastat. (Pactar).,. 


1 roee facial group, 
NIL Chastain (Hyroaiossit) . Meso nan 
TX. Cayce. (GLosso-rmagyNoRaL) 
X. Cuastat et fe ease: 
XI, Crasiat (Sprvat accessory), Sean iene ‘Trapesius. 





Fro, 200.—Showing the distribution of the sensory nerves of the skin, posterior aap) 
trunk. 


With reference to the motor function of the mized spinal nes~*| 
it may be desirable to know the spinal nerve by which a given mu==*) 








saphenous 










Jutornal plantar 
(Be. post. tibial) sapbonous 


Long 
saphenous 


Posterior 
tibial 


Long saphenous 


Muxculo.cutaneous 
(Br. ext. popliteal) 


Posterior tibial 


Anterior tibial 


Internal plantar 


Fine, 944-207.—Showing the distribution of the sensory nerves of the skin 
of the foot, (Hasse.) 
039 


» (Hf or ia bohairy i norves, 
Nerve Functions; for that of the mized spinal nerves, sco 
to 207, inclusive, 





Fie, 208,—Showing the arteries at the base ofthe brain. Several of the lentienloatrlactammes st 
are calted the” arteries of curobral hemorrhage” (Charest). 





Fie. £00.—Ehowing the euporiicls! portions af the corvbtal hewiepheews Suevtiel p= =e 
anterior, middle, aud pesterior cerebral arteries, Redmawn from Dana, 


Blood Supply of the Brain—(Seo Figs. 208 and 209,) Cer!" 
practical points are worthy of remembrance—viz., that whon == 


" lll 
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im degenerates have a decidedly less promising prognosis. If 
a child is born of two deviates it may inherit the anomalies of 
each. 


EXAMINATION OF THE MUSCLES WITH REFERENCE 
TO THEIR NUTRITION, TONE, AND MOTOR POWER 
Nutrition of the Muscles,—By grasping the muscles it may 
be determined whether they are normally large and firm or whether 
they are flabby and small. A diminution in their size is termed 
atrophy; an increase, hypertrophy. If either change is present it 
may involve all the muscles of a limb (diffuse atrophy or hypertro- 
phy), or 1 or 2 muscles (circumseribed atrophy or hypertrophy). 
Tn judging the size or volume of the muscles, corresponding sides 
Should be compared, and, when possible, tape-line measurements of 
the circumference of 
the limb are to be made. 
The upper arm and 
calf may be measured 
@t the point of great- 
st girth; the forearm 
“bout 1 inch below the 
inner condyle; the 
thigh about 6 inches 
“above the patella. 
Atrophy (Fig. 210) 
*®may occur, to a slight 
‘©xtent, simply from dis- 
"ase of the muscles, and 
‘Withont change in the 
‘lectrical irritability ; if 
Rnarked (especially if 
She diminution is rapid) 
and presenting the re_ 
action of degeneration 
Rt is indicative of a le- 
sion of the lower motor Fic. 10,—An old caso of infuntilo spinal paralysis of the 
mmeurones; if marked satire left lower ray eet papers oe 
ind without change in Stshemtaiy 
its rieal reactions 
St ig usually indicative of primary disease of the muscles (dystro- 
hies), or chronic disease of the joints. 
‘Hypertrophy may be true or false. True hypertrophy is distin- 
Suished not only by increased size, but also by increased strength, 








iy 


44 THE EVIDENCES OF DISEASE 


and is found in muscles which have been much, but not over 
It occurs also in Thomsen’s disease. Pseudo-hypertrophy pi 
increased size but lessened power—e. g., pseudo-hypertrophic | 
sis in which the calf muscles in particular are apparently bulk; 
211), owing mainly to ay 
growth of the fatty a 
terstitial elements, the 
cular fibres haying und) 
atrophy, 

Tone of the Musc 
The normal tension of a1 
at rest is slight but peree 
The muscular tone is 
mined partly by pal patio 
mainly by the degree of 
ance offered to passive 1 
of the limb. An ing 
tonus or tension, usually 
out atrophy, of muscles 
are paralyzed so far as 
tary effort is concerned (4 
paralysis) is an importan 
of disease of the upper 
rones, and if long cont 
constitutes one form af 
tracture (g. v.); the op 
condition —an abnorma 
ness or flaocidity, usually 
atrophy—of paralyzed m 
is significant of lesions i 
ing certain sensory nourg 

Testing the Motor! 

‘er.—The patient should 
Fiw, 241.—Prendo-musoularhypertrophy,cbow- aired to #it up, to move 


ing to » moderate dogroc the large calves jimb in turn, to walk, th 
ond \pluteal regions with a marked Jordosis ri ‘ 

(Holt), From a photograph by Dr. M. a, ®bling the examiner to | 
Starr existing gross defects of 


ity. If the patient is con 
the limbs should be lifted separately and allowed to fall upc 
bed. If the coma is complete, it may be a matter of some dif! 
to ermine the existence of paralysis—e. g.,a hemiplegia — 
may be found that one or more extremities, if paralyzed, wi 
in a more distinctly limp and helpless manner than others. 












e . Moderate weakness of the 
by asking him to squeeze the exami- 
become involuntarily flexed, the weak- 














Tactereiic 


by lead, mercury and, less fre- 
c especially the 





ly hysteria), more or iat . 
Ps €-g5 nodding spasm when 
-salaam convulsions when hen the abe 
the seldom seen electric chorea: 























Yio, 27.—Dingrans showing the relative 
positions ef the cranial nerve nucle, 
Posterior aepect Redrawn from Morkel, 


degeneration. 

(3) Summary of the Diagnostic Significance of the Type af Paral- 
ysis.—Vhe cerebral type indicates: A lesian of the motor cortex and 
pyramidal tracts, usually unilateral (hemiplegia), sometimes bilateral 
or symmetrical (diplegia, especially in children); or an affection of 
the crossed pyramidal column of the cord (Figs. 103.4 and 6), the 























or fouch is tested by a camel’s-bair brush, 
d lightly to the ekin, the patient answering 
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anesthesia, but generally confined to the two lower extremities 
(Pig. 220) and the lower part of the trunk, is rarely, if ever, due 
to a lesion of the brain. It is an infrequent symptom in hysteria. 
Anwsthesia of the lower extremities, if in conjunction with varying 






HysTexopeNic Zones 


| 
BUATERAL ANAaTHE- 
iA OF Lowen O 
i) 


We, 29) —Showing (shadod areas) mono-anmsthesia, bilnteral anmsthesia, and the usual 
situation of hysterogenic zones. 


sslegroee of paralysis, is usually due to some lesion affecting the spinal 

0rd, viz. injury or compression of the cord by dislocation, fracture, 

=r caries of the vertebra; spinal meningitis, hemorrhage into the cord 
“rre) or meninges (anesthesia sudden), tumour, myelitis, and loco- 
motor ataxia, 


a 


568 THE EVIDENCES OF DISEASE 





(3) Anasthesia of irregular distribution is due, as & rule, eithe 
to hysteria or neuritis. The loss of sensibility may involve one arm 
(Fig. 220) or one leg, or one side of the face alone (mono-anmesthesia), 
or ocour in multiple and scattered patches in any portion of the bedy 
(Fig. 221), Anwasthesia of a single extremity rarely originates from 
a cerebral lesion, but when ariaing from this cause the anmsthesis is 
most marked at the terminal portion of the limb and gradually lessens 


aa the trunk is approached ; if cansed 
by a spinal lesion its proximal border 
will present a sharp line of demarca- 
tion. The shape and location of iso- 
lsted arcas of anwsthesia should be 
compared with Figs. 196 to 198, to 
find if they correspond to definite 
spinal segments; and with Figs, 199 
to 207 in order to determine whether 
they are coterminous with the area of 
distribution of any of the peripheral 
nerves. Single or multiple cireum- 
seribed patches of anesthesin are 
usually due to hysteria or neuritis 
or tabes dorsalis. If to the first, there 
is generally a lack of correspond- 
ence with either segmentary or pe 
ripheral localization ; if to the second, 
the anesthetic area or areas will fit the 
area of supply of one or more of the 


sensory cranial or the mixed spinal- 


nerves—e. g., trigeminal, radial, plan- 
tar, etc. 


(6) Hypermsthesia—An excessive 


sensibility to tactile and other impres- 


sions attends a considerable number 
of diseased conditions. Areas of hy- 
perwsthesia are of frequent occur- 
rence in hysteria constituting the 
so-called hysterogenic zones—i. @., 
tender points on the chest, the lower 
abdomen and the back (Fig. 220), 


Fie. 241.—Showlng (shaded arpen) kaw 
Auneestivenin, usually heft whe; meal de 
sorilnate! anasthesla 





pressure upon which will excite and, if continued, may stop a hye 
terical paroxysm. An excessively tender and painful mammary gland, 
without evidence of tumour or inflammation, is the *hyaterieal 
breast.” In neurasthenia there is a frequent hyperesthesia of local 





pain sense), ane found 
. sense consists in a loss of the 






ic of syringomyelia (Fi 
of locomotor ataxia and lesions of 


















| Bense comprise hyperalgesia, an 
stimuli; and analgesia, 4 loss of 
is found particularly in syringo- 
and hysteria; also in syphilitic cord 


+ articular, and tendinous senses consti- 
ataxia (g.v.). It indicates an inter- 
ng tracts for such impressions (Figs. 
n especially in lesions involving the in- 
in locomotor ataxia and Friedreich's dis- 
g tracts, myelitic disease, compression, 

‘the higher levels of the medulla and pons 
ns as in multiple sclerosis and paresis may 





Joss of weight sense (muscular anwethe- 
lone in hysteria and cortical lesions; impairment 























5 Fig. 225 their mechanism. 






































ORANIAL NERVE FUNCTIONS 587 


Fifth Nerve or Trigeminus.—The motor portion of the trigeminus 
tupplies the muscles of mastication, viz., the two pterygoids, the 
temporal, masseter, mylohyoid, and anterior belly of the digastric. 

‘The sensory portion of the tri- 
geminus affords sensation to the 
fice, conjunctiva, nose, frontal and 
maxillary sinuses, teeth, palate, 


external auditory meatus, and the 
somlp as far back as the vertex 
(Cig. 232). It may or may not 
Sra pply the sense of taste on the 
x2 terior two thirds of the tongue 
(Eig. 58). 
To Test.—The motor functions 
Oo the trigeminus are tested by de- 
“3 -a~ing the patient to clinch the 
teil firmly, while the temporal 


























peed masseter muscles are palpated Occipitalia 
=& order to observe their contrac- : pe 
© Reon. Also desire the patient to AN taloor 

Ben his month. If the muscles a j Auricularis 


“sm, one side fail to contract, and Le home 
=e, opened jaw deviates toward y 

Reo paralyzed side, there is uni- 
eater:l paralysia due to disease af- 
Fcting at least the motor fibres 


Sr lockjaw (q. v.). 

The sensory functions - Qociptiate, 
<>f the trigeminus are ex- go 
amined in the ordinary Auricularis 
Senanner. Whether one = 


=r all of its divisions ure 
Znvolyed may be deter- 
amined by comparing the pio, 929 —Showing sensory supply of akin of free 
reas of anwsthesia found and hwad, (Hnse.) 

with the cuts showing its 

distribution, If there is complete unilateral anesthesia the patient 

When drinking can feel the contact of the cup or glass on one side 


Be. 






































COUNTING THE RED CELLS 599 


Place the slide upon the stage of the microscope and wait 5 or 10 
minutes for the corpuscles to settle. A moderately high power, with 
a rather dim illumination, is desirable. A mechanical stage, while 
nota necessity, is of great assistance in all mechanical work, as its 
uniform movement is less trying to the eyes and therefore tends to 
greater aceuracy. 
B Cover glass 


‘A 
Raled disk Moat 
Fio. 228—Blowl counting slide (elevation). 


There are 400 small squares, cach yy X y'5 millimetre, which, by 
Theans of extra vertical and horizontal lines, are divided into 16 
Sroups, each containing 16 squares (Fig. 240). If the corpuscles 
Tying in each of the 16 small squares of each group are counted, one 
Will have traversed 16 X 16 = 256 small squares. In normal blood 
iiluted in the proportion here employed (1:200) the total number 
‘of corpuscles counted will be 1,200 to 1,500, and the chance of error 
will not be over 2 to 3 per cent in either direction. Some hema- 
tologists consider a count of 100 small squares to be sufficient for 
practical purposes, snd the average number of cells to each square is 
reudily obtained by placing a decimal point. The squares are con- 


Fis, 237. aoe i Fro. 238,—Torck counting Fro. 239.—Zapperv Ewing 


chamber. eounting chamber, 


veniently counted in the order shown in Fig. 240. Of the corpuscles 
Which tie upon the line between two small squares, one should count 
ia all those which lie upon or touch the wpper and laft-hand lines of 
each square as indicated in the same figure. 

One of the more recent modifications of the Thoma-Zeias cell may 
be advantageously employed. The slides are identical in construction, 
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but ure ruled somewhat differently (see Pigs. 237, 238, 239). Of the 
three here illustrated, Thoma, Tiirck, and Zappert-Ewing, the latter 
may especially be recommended. ‘The ruling of the central square is 
the same in all, but the cight additional squares provided by the 
Zappert-Ewing makes possible the counting of the leucooytes simal- 
taneously with the erythrocytes. 


r| 
é 
a 
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Fre, 20—Showing one group of sixteen small squares, fnclosod ly extra verte! anf 
horizontal Ines; ale, by the dotted angalated arrow, a conventent ander of evunting 
he squares; also, tho (abated) upper and bef Hines, celle lying om whieh wbeuhd te 
counted as (a the square: also (lower part), the average number of eelle te cach squene 
de normal bleod with « dilution of 1:200; and, (nally, the method of mesuriege the 
te of the fheld by counting the number (a shown) of squares i tts horteantal Gieaner 
each squary equalling Ys millimetre, 


Having ascertained the total numbor of red cells contained in 
256 squares, divide the total by 260, which gives the average number 
of cells to each small aquare. In normal blood this average is 6 ort 
Aa tho blood is dilated 1:200 and tach amall aquare ik ty X gy X gy 
mm. = 1=4,000 cu. millimetre, the average number is to be multiplied 
by 800,000 (= 200 x 4,000), which gives the number of cells in a 
cubic millimetre of blood. 7b anmmarize + 

Divide the total number of corpuscles by the number of small 
aquares counted, 

Multiply the average thus obtained, if, a prosumed, the dilution 
ia 1; 200, by 800,000. If the dilution ix 1; 100, maltiply by 400,000. 














C in (6) preceding. If it has been 
ig tube of the instrument, a mark should 
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(f) Dare’s Hemoglobinometer.—This, like Fleischl’s, uses a col- 
onred wedge which is, however, semicircular. As shown in the cut 
(Pig. 244 4), the eolonred portion is cemented toa cirenlar disk of white 
glass, the edge of which is marked in degrees from 10 to 120. This 
is revolved by the milled screw # in the hard rubber box ZA tele- 
nope, ©, is arranged to include in its field both the blood film and 








Fro, 2446—Dare® hemogiobinometer und cross section of same. 


‘the colour scale. The capillary chamber W, composed of a plate of 
clouded and one of colourless glass, so ground as to include a narrow 
chamber, is placed at the back of the instrument so that both scale 
and film are equally illuminated by the candle flame. It is used as 
follows: The front of the box is revolved outward to act as a screen, 
the telescope is fitted in ite place, the blood chamber detached and 
touched to a drop of blood which immediately, by capillarity, fills the 
narrow slit, any excess being carefully removed. The chamber is 
replaced, the candle lighted and turned so that the curve of the wick 
is toward the instrament to insure equal illumination. On looking 
throngh the telescope two red disks are seen side by side, and by turn- 
ing the milled screw the scale moves to and fro until the colours 
match. It is advised that the observations be taken in broken peeps, 
as shades of red are difficult to appreciate when viewed continuously. 
The percentage of hwmoglobin is then read ata slot in the side of the 
box. It is not necessary to nse a dark room, for in a subdued light 
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subsequent rubbing with a handkerchief fresh from the laundry, will 
afford perfectly clean and polished slides and covers. 

(a) Preparing a Specimen of Fresh Blood.—Take up & clean cover 
glass, holding it either by forceps, or (if one touches the edges only, 
not the surfaces, of the glass) by the fingers. Apply ite centre toa 
fresh globule of blood, without allowing the glass to touch the skin of 
the ear, and lot it fall upon a alide. The drop of blood on the cover 
should not be larger than a goodsized pinhead. If the «lide and 
cover are dry and clean and have not come into contact with the skin, 
the blood will at once spread out in a thin layor without the unde- 
sirable aid of pressure. A better method consists in painting upon 
the slide with vaseline # square or ring corresponding to the size 
and shape of the cover glass, and dropping the latter in such a 
manner that its edges coincide with the narrow band of vaseline. 
The thin layer of blood is thus protected from the air, and if kept 
in a warm place neither crenation nor coagulation will occur for 
several hours. 

The fresh blood can be examined with reference to the shape and | 
size of the red cells, their tendency to form rouleaux, the presence 1 
or absence of the Plasmodium malaria, the Filaria sanguinie hemi- 
nia, and the spirillum of relapsing fever. If the examinor bas had 
large experience he may also form a reasonably accurate opinion as 
to an increase of fibrin, a decrease of hmmoglobin, or the presence of 
a marked anemia or leucocytosis, perhaps of loucamia. 

(0) Preparing Blood Films.—These may be made either on cover 
glasses—the method most commonly used—or on slides. 

(1) Cover-glass Films.—Provide several square cover glasses, per- 
foctly clean and dry. Lay them upon a clean surface in such a man- 
ner, by propping up or otherwise, that they can bo readily taken 
hold of with the fingers by their opposite edges or angles, bearing in 
mind that their surfaces are not to be touched. Apply the contre of 
‘one cover glass to the tip of a fresh drop of blood and let it fall apon 
a second cover glass in sach a relation that the angles of the squares 
do not coincide but lie diagonally to one another, which device ren- f 
ders it practicable to seize them separately by their projecting cor- i 
ners. As soon as the drop of blood has spread botwoen their sur 
faces, which it should do immediately if the covers are clean, slide 
the upper cover quickly and steadily off the lower cover, carefully 
maintaining their parallelism and avoiding any separation by prying 
or leverage. Dry quickly by waving in the air. 

(2) Slide Films.—Place upon a slide a drop of blood about half 
an inch from one end. Take a second slide (with ground and pol- 
ished edges) and with one of its ends, used like « plane, push the 
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“B, THE LEVCocYTRS 


"The diagnostic evidence derived from a study of the white cells 
re ‘not only to their total number, but also to the 

relative proportion of the different varieties of these cells found in 
ee eitions. 

The Characteristics by which Leucocytes are Differ- 
entiated.—The differentiation, as well a3 the nomenclature, of the 
recognised varieties of the leucocytes depends upon the number or 
shape the character of the protoplasm or substance 
of the cell body, whether homogeneous, finely granular, or coarsely 
granular; the bebaviour of the protoplasm to certain aniline dyes 
or stains; and, finally, upon their presumed relative age and birth- 
place. 


—— 









































EXAMINATION OP THE BLOOD 635. 
provided that only 1 group or brood of the parasite is present. More 
commonly 2 groups of different ages exist (double tertian), segment- 
ing on alternate days and causing the quotidian (daily) type of fever. 

The quartan parasite, requiring 72 hours to reach maturity, gives 
rise to paroxysms separated by 2 days of apyroxia, provided 1 brood 
only is present; if there are 2 broods there will be paroxysme on 2 suc- 
cessive days followed by 1 free day (double quartan); while 3 groups 
will cause daily or quotidian attacks like the double tertian type. 

As the astivo-audumnal parasite has a variable period of develop- 
ment (24 to 48 hours), segmentation and fever may be extremely 
irregular, and sometimes continuous, organisms at different stages of 
development coexisting in the blood. 

Owing to the rapid destruction of the red cells and the trans- 
formation of the hwmoglobin into pigment, the patient becomes 
quickly and characteristically anwmic. If pigmented leucocytes are 
found the existence of malaria is to be suspected, as practically the 
only other conditions in which they occur are relapsing fever and 
melanotic neoplasms. The periodicity of 
the malarial paroxysm is obviously due to 
the natural history of the parasite. 

Spirochetee of Relapsing Fever. 

—The specific organism of relapsing fever 
may be found in a specimen of fresh blood 
prepared in the same manner as in the 
search for the malarial parasite. The spi- 
rilla or spirochwtw are narrow spiral fila- 
ments 36 to 40» in length and are actively 
motile, attracting attention by the move- 
ments imparted by them to the red cells. 
They are present only during the fever and 
may then be abundant, 20 or more appear- 
ing in a single field of the microscope. 
Tn the apyrexial periods small glistening 
bodies, believed by some to be the spores of 
the organism, are to be found free in the 





Fie. 240—Pilaria ative in blood, 
Filaria Hominis Sanguinis.—  pioiamierogmph * 400 de 
There are several varieties of this parasite, aioters, (Henry) 


for the distinguishing points of which spe- 

cial works should be consulted. The most important of these is the 
Filaria nocturna (Fig. 246), which is held responsible for certain forms 
of chyluria, elephantiasis, and lymph scrotum. The adult or parent or- 
ganiems are slender and hairlike, varying from 3 to 6 inches in length, 














Pi 248—Egg of Bithurala Wiernatobia, 
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gh the shell (Fig 249). The parent worms 
247). The male is about 12 mm. long 


Fu. 24%—Froo is ore a embryo of Bilbiarzia 


hy 1mm. broad. At the extreme anterior end is a circular aucker. 
A second oval one is just posterior to it on the ventral surface, which 
is grooved to receive the female, a much longer and thinner organ- 


ism than the male. 
The diseage is seldom 
seen outaide of north- 
eastern Africa and 
Arabia. 


Trypanosomi- 
asis.—The mam- 
malian trypanosomes 
may be divided into 
(1) non-pathogenic, 
and (2) pathogenic 
group. Among the 
latter may be men- 
tioned Tr. evanaii, 
the cause of surra; 


o”» 
“2. 


Fra. 250.—Trypanosomm gamblense in human blood (Dutton), 


Tr. brucei, the cause of nagana; Tr. equiperdum, the cause of dour- 


ine; and Tr. gumbiense, the cause of sleeping-sickness in man. 
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tissue is destroyed (perhaps by a ferment) so that its absence in sus- 
pected cases does not disprove the existence of a necrotic process. 

(e) Fibrinous Casts. —These casts 
(Fig. 253) vary in size from those 
which constitute a mould of the trachea 
and larger bronchi—4 or 5 inches in 
length and of corresponding thickness 
—to those which are formed in the 
bronchioles, } to 1} inches long and 
of threadlike thicknoss. While casts 
large enongh to attract attention in 
the naked-eye inspection occur not in- 
frequently, the majority require a low 
power of the microscope to render them 
visible. ‘The casts of macroscopic size 
may be unravelled under water. They 
are found to branch dichotomously ; 
the slenderer branches are solid and 
the larger are apt to be hollow. 

Fibrin casts are found in three dis- : = "4 
esses: the largest in diphtheria, the me-  F14: 25%—Bronehial cast from a case 
dium sized in fibrinous bronchitis, and pecentemache, mane 
the smallest in lobar pneumonia, either 
just before or immediately after the stage of resolution—i., e., the 
third to the ninth day. 

(/) Garschmann’s Spirals—These consist of a central core or 
thread (perhaps fi 
brinous) which has 
an undulating 
course (Fig. 254), 
Around this cen- 
tral thread are 
coiled in a spiral 
manner fibrillary 
bands —_( probably 
tough mucus). En- 
tangled in the spi- 
ralsare eosinophiles, 
and frequently 
also Charcot-Leyden 
crystals. 

Curschmann’s spirals are found especially in the sputum of bron- 
¢hial asthma, much more rarely in phthisis, bronchitis, and lobar 








Fro, 254.—Curschmann’s spirals in sputum, x 200, and natural 
size. (Hutchison and Kainy.) 



















































ition Alto nciliit leppard aa canta 


.—Fat drops are recognised by their refractility ; 
transverse striations; elastic tissue fibres by 
| amcosapenr ed starch granules by their con- 
necessary, their blue colour reaction when a weak 
ine iio el ie yr es ri 













ventriculi, small spherical cells arranged 3 yeast 
fungi (Saccharomyces), oval or round cells about as large as the aver- 
ee ee oe ecae end in 
ite iodine solution; and the Boas-Oppler bacillus (found ot 
constantly in cancer of the stomach), rods of unusual length, fre- 
quently joined by their 


He 








Leptothri Gram’ Fro, 259—Boas-Oppler bacillus. (Reproduced 
lution oaanintt one ee . ra Sion) . 
i aga a of potassium iodide, and three hundred parts of 


wth Boas-Oppler bacillus is found in from 75 to 85 per cent of 
the cases of carcinoma of the stomach; very rarely also in non-malig- 
nant pyloric obstruction and gastrectasia. 













formation of the acid. 

AAGAARAA ithe been proved at St playn a vot wnlanpostant past 
an renin ane of Viet noborts AES 
cause either fermentation or Consequently the conditions 
aE eesetice.ot vyorvesiacie cid wane teonar: 
(nae ele amir tar blag a 
either those which are pathogenic (e.g., Bacillus 











0.2 per cent) ig found in gastric ulcer, or in cancer of the stomach 
originating from an old ulcer. Hyperchlorhydria is most commonly a 
selec of a neurosis of the stomach, especially if there is also a 
‘continuous hypersecretion. Acid gastritis is a form occasionally dis- 
covered, particularly among drinkers. Hypochlorhydria (leas than 
0.1 per cent) indicates in genera) some condition which has destroyed 
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foie sarrivitig at a slefioila eonclontans 
The reaction is acid; free hydrochloric 
are amore ire 






; ferments present; lactic, acetic, and 
ly contains blood pigment; stools inter- 


‘Total acidity variable; free hydro- 
‘ished or absent, unless the growth has as a 
r; ferments not infrequently absent; lactic 
ent in quantity after Boas’s breakfast; 
ru n, mucus, coffee-ground material, stag- 

bacillus. 
f the Stomach not caused by Malignant Pylorie 
lity normal or inereased ; free hydrochloric acid 
ied, more commonly increased; ferments present; 
butyric acids absent after Boas’s, present after 
t; decomposed and undigested food, yeast fungi, 





























of bile present is estimated by the quickness 

of appenance and depo of pnkiah-ed clon the non-appearance 

ration ‘the end of 12 hours demonstrates the abeence of 

0 n, in whole or part, evidences an exagger- 
By ahtaiharatcel kiltcabls convendont 

t3—The benzidin test (p. 666), being the most 

As small an amount of blood, as 5 m per orem, 











Fio, 20.—Spirals of undigested ment fragments in fnces, (Natural size) 
6, pieces of bronchi, (Bons) 


usually shows in the stools. A piece of solid faces about the sizeof a | 
hazelnut is rubbed up with a few cubic centimetres of water and the 
mixture thoroughly boiled. To the acetic-acid solution of benaidin a 
few drops of the fweal mixture is added, and then 2 few drops of a 10- 
per-cent solution of hydrogen peroxide. The positive reaction, a green 





———“‘(O” 
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reaction of the fiees is sharply alkaline, and the gas has a amell of 
butyric acid, A positive test indicates, according to Schmidt and 
Strasshurger, that there is an abnormality of the small intestine, prob- 
ably a catarrh of the mucosa. Putrefaction usually takes longer to 
show itself in gas development, and the fermentation tube is left in 





Fie, 261. Ova of entomoa, x 250 (aftor Heller). 4, Oxyuris vermicularis; 1, axcaris lumnbri- 
ecides; 6, trichoeephalua dispar; », tenia solium ; x, tania mediocanellata; y, bothrio~ 
cephalus latus; o, distoma luncoolatum ; #, ditoma Jancoolatum, Soe also pp. 149-155, 


the oven for 24 hours longer. he alkaline reaction and the putrid 
smell show that there has been decomposition of albumins which 
should not be present in the faces, 

Parasites, Animal and Vegetable.—0Of the many varieties 
of living organisms found in the intestine the following are patho- 
genic, and therefore of clinical importance : 





wih lod from cue ot yen 


r  hachehnties 
try th mana of Widal reaction. 





j_ SECTION XLII 
DIAGNOSTIC. INFERENCES T0 BE DRAWN FROM THE 
TS OF URINALYSIS i} 


oh Saeelh supply of excellent special treatises, 
Dothilargoand amall; which deal with the technic of urinalysis, it has 
seomed a work of supererogation to cumber this work with neces- 
sarily abbreviated descriptions of the large number of extant moth- 
ods. This section therefore deals with the diagnostic significance of 

Se of the urinalysis. 
‘examination of the kidney has been previously 
e512); ; 80 also have certain symptoms relating to the 

genito-urinary system (page 160). 


1. EVIDENCE DERIVED FROM A PHYSICAL 
EXAMINATION OF THE URINE 


(1) Quantity of the Urine.—The amount of urine exereted 
in 24 hours varies considerably under normal circumstances. The 
average total quantity is stated variously by different writers, the | 

“depending largely upon the country in which their 
observations were made. For the United States we may accept as 
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or is in some cases presence of pus. 
“(@) Blue Drias—May be due to the presence of indigo formed 
from an excess of urinary indican (4. v.), or occur ag a result of the 

blue, or sweets coloured with it, 

(f) Urines which Darken on Standing.—May indicate the pres- 
ence of alkapton or related oxyacids; or melanin (melanotic cancer) ; 
carbolic and salicylic acids, salol, and pyrocatechin, 
An iridescent brittle film composed of calcium phosphate may form 
on the surface of standing urine if the latter is alkaline. It has no 


(3) Odour of the Urine.—The normal odour of the urine is 
variously described as aromatic, or resembling that of bouillon. A 
so-called “ urinous” or ammoniacal odour is indicative of decomposi- 
tion, The taking of asparagus, onions, santonin, or cubebs will 
impart characteristic odours. Turpentine affords an odour of vio- 
ig in diabetes it resembles new-mown hay; in acetonuria, over- 
ripe apples; and a fwcal odour may be due to a fistulous communi- 
cation between the intestinal and urinary tracts. 

_(4) Consistence of the Urine.—Normally it is aqueous and 
very slightly viseid. The presence of large amounts of bile, albumin, 
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\ atta bale one 

i in 
aipuat ab aactaireuiaeeal 

Bike otal ona es ascertained’ Stem 

y or may not be increased or diminished. Even 
ie writers upon urinalysis, after giving warning 
jit for an excess, fall into the very error against 

readers, 








alkaline salts predominating. It is derived mainly 

1 the | ; from the decomposition of lecithin and nuclein. 

(a) -Phosphates.—A diminution in the excretion of 

phoma eeeinont in typhus, typhoid, and intermittent mala- 

pulmonary tuberculosis with high temperature, and 

= diseases in general, although there are some unex- 

plained exceptions to this statement. A decreased elimination has 

also boon noted in the yarious forms of nephritis, acute and chronic 

yumatism a ral chronic lead-poisoning, and 
ache y of the liver. 

Phosphates.—An excess of phosphates (phospha- 
aria) exists in wasting diseases, and in leucwmia and severe anemia. 
An increased elimination is said to be particularly marked in wasting 
diseases of the nervous system. A considerable sediment of the 
earthy ocours in alkaline urine when the alkalinity is 
due toa fixed alkali, It is found in dyspeptic and nervously debili- 
tated individuals. Occasionally the deposition takes place in the 
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processes 
an excess of indican is found in gastric 
by hypochlorhydria or anachlorhydria (¢. v.), not- 

SING GRPTERAELs ce tan vecioce sSovas ct peasite It occurs 
also in diseases of the small intestine which involve diminished or 
absent peristalsis, as in peritonitis, and ileus or obstruction of this 
' tract; whereas in conditions affecting the 
colon alone no increase is found. As a rule, indicanuria does not 
result from ordinary constipation. As previously stated, an excess 
of indican is found wien putrid pus exists in any part of the body. 
‘The amount of indican is increased by the ingestion of considerable 
quantities of red meat, and diminished by an exclusive milk diet. 

(7) Urea.—In health, the bulk (85 per cent) of the nitrogen 
eliminated by the | isin the form of urea. It is derived in 
part from the unused proteids of the food, and in part from the physi- 
ological waste of the body or tissue proteids. It is probable, although 
perhaps not definitely determined, that the liver is the chief seat of 
of urea, Tho daily excretion of urea in health varies 
from 20 to 40 grammes (about 300 to 600 grains), with an average of 
28 grammes (450 grains). The variations depend partly upon the 
amount of proteid food ingested, partly upon the body weight. 
Under Lia conditions the more sbundant the diet and the 
greater the es. of the body the more urea is formed. The 
elimination of urea is absolutely less in women and children than 



























Fy mrp. iptepreane pen ma < 

milk, ch o, batter, and eggs. ; 
‘exogenous and endogenous purins are aphily 
et tiki 
ous purins are éliminated as in health, but the 
are cast off so slowly that there is an excess 





series of observations in cases of gout, found that 
the excretion of uric acid was below 0.4 gme, 

rece the onset of acute symptoms. On the sec- 
day of the attack the output reached 0.8 to 1.0 gme., 














eetieens excess in the blood (uricacidemia) of uric 
that, by reason of decreased alkalinity of the blood, 


acid, per se; and that, 

the urates are deposited in the tissues, This view, promulgated by 

with single-minded enthusiasm by Haig, is 
simple and attractive. But it has been proved that in gout the blood 

does not necessarily contain an excess of uric acid, nor is its alka- 

linity decreased ; while certain conditions, attended by an enormous 
Reasaatomiotincie. acid (leuceemia in particular), do not present gouty { 


the relation of uric acid to disease, Hall says that it 


Regarding 
“is a necessary result of normal nuclein metabolism. In discase it 
is symptomatic of conditions which hinder or prevent its solubility 


iia « 












cerebro-spinal meningitis, 
if snagged rer yd 
largely dependent upon the intensity of the 


to Blood Changes or the Presence of Certain 
3 in the Circulation.—A slight amount of albu- 
the urine as a consequence of the blood changes 
ra, leucemia, severe or pernicious anemia; or of 
in the circulation, as in jaundice, diabetes, 
with lead or mercury, ether or chloroform anms- 
ngestion of various drugs, such as turpentine, 
¢ acid, and other similarly irritating substances. 
its which excessive amounts of urie acid, oxalic 














a Due to Disturbances of the Circulation. —A mod- 
ri sey occur in diseases or conditions which cause a 
p g., cardiac valvular disease or pulmonary 


nee to the flow of blood from the kidney by way 
or pressure upon the latter by a tumour or a 











considerable pus accumulations exist, as in empyema or 
en ee adienadabegial in suppurative meningitis; 
and p in general. A large albumosuria is rather 
ir eaten myelomata of the bones (Bence-Jones type), 
and has been found in osteomalacia and some cases of nephritis. 
-(é) Nacleo-albuminuria.—The clinical significance of the presence 
of nucleo-albumin in the urine is probably slight. When present, it 
= castes aera or desquamative processes somewhere in 
the urinary tract. It may be found in connection with functional 
albuminuria, febrile albuminuria, acute nephritis, choluria (bile in 
—— cystitis; also in leucwmia, Considerable amounts 
are occasionally encountered during the administration of large 
— of certain drugs, particularly bichloride of mercury, arsenic, 


eaey, Fibrinuria.—The formation of a reddish or almost colourless 
sticky sediment or coagulum, or, if much fibrin is present, the con- 
version of the urine into a jellylike mass upon standing, is a very 
tare occurrence. It is due to the presence of fibrinogen and a fer- 
ment capable of forming fibrin. It is seen in certain cases where 
the plasma of the blood enters some portion of the urinary tract, as 
in chylaria, croupous inflammation of the tract, villous growths in 
the bladder, and occasionally after the ingestion of cantharides. 
The term abrinuria: does not apply to the presence of ordinary blood 
clots, the latter coming properly under the head of hematuria. 

10. Blood and its Compounds in the Urine,—Under cer- 
tain circumstances blood itself may appear in the urine (hematuria) 
or be represented by some form of blood pigment (hwmoglobinuria). 





















fever, yellow fever, the grave form of jaun- 
‘ial fever, especially, if not solely, the wstivo- 

















‘sequence of severe burns and sunstroke. It 
cemia associated with cholwmia. There is 
binuria of the newborn in which cyanosis, 
ns referable to the nervous system are present. 
a paroxysmal hemoglobinuria has been observed. 
led by chill and fever, closely resembling a 
_ followed by the passage of urine containing 
. The attack lasts from a few hours io two days, and 
with syphilis, Raynand’s disease complicated 
exposure to cold, and muscular overexertion, 
ria—the presence of iron-free hematin in the 
urine—is of | j@ clinical significance. The urine isof a port-wine 
colour and darkens on standing. ‘Traces of this pigment occur in 

be found in large quantities as » result of the l 
‘continued taking of sulphonal or trional, especially in women. Its 
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hepatic parenchyma, Lipaciduria has no 


Urine.—This rare finding has little clinical 
ria is associated with the presence of certain 
the eystin, appear to be due to a special form 

The condition is in some instances hered- f 
t in the formation of a cystin calculus. 



















Fragments of orystala, 


Fis. 265--A positive *Cammidge" reaction. Crystals bright yellow; spheres bright red. 
‘Fragile, With 2 objective and enlarged 1. (M. R, Barker.) 
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The 
fatty degeneration of the renal epithelium 
pus cells in pyonephrosis, or of neoplasms 


to present a milky appearance to the naked 
a or galacturia. It may clot more or less 
leucocytes, red corpuscles in sufficient num- 
lum, and albumin. Chyluria may be, and 
origin, due to the presence of the Filaria san- 




















| Sear eierantabesice nip joint. ‘A vesico-intestinal fistula or malig- 
| nant disease involving the bladder by contiguity may also be classed 
under this head. — 


A bacteriological examination of the pus may afford valuable evi- 
dence by revealing the gonococeus, the tubercle bacillus, colon bacil- 
Jus, or the bacillus of typhoid fever, as well as the ordinary pyogenic 


—See Hematuria, page 696, 





















umber of epithelial cells are found in the urine, representing the 
desquamation constantly occurring in the whole 
length of the urinary tract. Large quantities of epithelium when 
found im urinary sediments are indicative of some pathological con- 
dition (disturbances of circulation or inflammatory changes) affecting 
the kidney or the urinary passages. Unhappily, the place of origin 
| of the cells, and in consequence the seat of the disease, can not be 
| inferred from the character of the cells, except in rare instances, 
although in conjunction with the history and the associated signs 
| and the cell findings may afford valuable evidence as to 
the nature and location of the morbid process. ‘The uncertainty as 
|| sto the place of origin of the epithelial elements arises largely from 
| the fact that similar varieties of epithelium are found in widely 
separated parts of the urinary tract. ‘Thus a certain variety of 
epithelium when derived from the superficial surface of the mucous 
membrane lining a definite part of the urinary tract may be quite 
characteristic of that particular area, while the cells of the deeper 
layers of eecenmirane at the same point may exactly resemble the 


— . 











ry seldom cite’ aieawa pil gai atc are formed of 
found they are indicative of a multiple sup- 
Small numbers of leucocytes adhering to other 
i ly the hyaline form, are not infrequently 
e nophritides. Plugs or balls of pus are 


—Oasts proved to consist of bacterial masses 
d into cylinders in the urinary tubules are some- 
Their presence is significant of pyelonephritis in 
has travelled upward through the ureters to the 
‘suppurative nephritis due to the lodgment of an 
from some distant septic focus. 






















that the urine contains bacteria or other micro- 
n should be examined directly after voiding, 
h _copneneapa precautions, especially for cultural tests, 
(oes harem flag external genitals, and sterilizing con- 
‘tainers, catheters, if the latter are employed. 


“an ‘COLLECTIVE RESULTS OF URINALYSIS IN 
SPECIAL DISEASES AND CONDITIONS 


2 Movable Kidney —In the majority of movable kidneys the urine presents 
“Occasionally, when the ureter becomes badly strangulated or 

Hlaked (Diets erie) and its lumen temporarily constricted, the urine is scanty, 
loaded with uric ncid or oxalates, and contains blood, albumin, and epithelial 
cells. This condition is usually followed by a copious discharge of pale urine. 


i, 








“GE Diese aes eat eid 
aad ptatlicglly vosatant, shalt stkrons¥6 
he causative lesion, viz., a considerable reduction in 
0 100 to 60 grains in 24 hours), and the presence of tube 


ute cystitis the urine is acid and contains blood, pus, 

Tn chronic cystitis the urine is turbid, alkaline, and 

considerable amount of viscid pus, albumin, much 

le phosphates, and numerous bacteria (coli commu- 
Occasionally blood is present, 

Prior to the development of cystitis the urine per- 
lic or phosphatic deposits, with m few pus cells and red 
bladder is inflamed, the characters of the urine are as 
(18), except that blood may be present in larger amounts, 








| with cotton when filled. ‘The pro- 
danger. Tt is wise to avoid lateral move- 








age, ; 
.—Exploratory uspiration of the liver 

the needle either in the seventh 
or in the lowest interspace in the anterior 
Yret the central point uf tho aces of hapalts 


leakage from the opening into the peritoneal 


Abscesses.—These are to be punctured at the most 

it (e. g., hydronephrosis), or in the center of the dul- 
by the fluid (ce. g., localized empyema), having due 
ce of important structures which may run a risk 











‘the Fluid Obtained.—The fluid having been se- 
to note its colour, transparency, degree of 














rarely found. In supposed malignant disease of the 
beds may be made possible by the finding of an 

r of epithelial cells exhibiting mitotic figures, 

atypical (Docr). To recognise these figures, prepare 
“of the sediment, dry in the air, fix for one hour in 
alcohol and ether, and stain with dilute 

e discovery of yery large epithelial cells, especially 

iid particles presenting an alveolar structure, con- 

e of malignancy. The presence of globules of 

fluid milky), or grouped crystals of the fatty acids, 











fluid 
watery, colonels clear, or 
ie gravity of 1.006 to 1.010. If this rare 
a careful microscopic examination should be 
eyst wall, hooklots, and scolices. 

 Bladder—As previously stated, puncture of 
done for diagnostic purposes. If occasion 
cation of its contents the fluid will be found to 
3 ed with bile, and of a low specific gravity. 

y bo found by the usual testa. 
hrosis.—The fluid is watery, colourless, or slightly 
gravity of 1.008 to 1.020. A chemical examina- 
and uric acid in considerable quantities, which, 
of renal epithelium by the microscope, con- 

features. 

.—The fluid from an ovarian eyst varies con- 


jlour, consistence, and composition. It may be of a 
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Tuberculosis,—Is diagnosticated in all stages (Fig. 264). Slight 
catuerhal inflammation, however, may escape notice. Cavities are eas- 
ily identified. This method of examination is most valuable for diag- 
nosis, and for determining the exact extent of the lesions, It is 
superior to percussion, and, frequently, to auscultation. It affords 
the earliest definite diagnosis, and supplies a permanent record of 





Fie, 264.—Tubercalons consolidation of both apices. Cavity in left apex. Dotted lines 
show the outlines of the diaphragm. Stkiagraph by Kassabian. 


the condition. Tt is of especial value when the physical signs are 
doubtful, or tubercular lesions exist elsewhere in the body; to watch 
the progress of the disease; to determine its existence in the presence 
of other thoracic diseases. 

Pueumonia—Of value in confirming the clinical diagnosis; in 
detecting the presence of unresolved or deep-seated areas; and in the 
differentiation from tuberculosis or abscess. 

Pleurisy.—TVhe extent of fluid may be ascertained ; also the pres- 
ence or thickening or adhesions of the pleura. 

Bmpyema and Abscess.—These conditions are easily recognised, 
and their exact location determined. 

Pretmothorax and Hydropneumothorar.—These are usually ap- 
parent, 


720 THE EVIDENCES OF DISRASE 


Edema and Congestion—Distinot lesions may be made out, but 
not always the exact nature of the condition, nor the cansative 
factor. 

Em physema.—Areas of disease easily mapped out, 

New Growths.—Appear very distinctly and may be located ex- 
actly. Often difficult to differentiate from abscess or an aren of local 
consolidation. g 

Heart and Pericardium.— Reveals the size, shape, and position, 
of the heart, and shows abnormalities with greater exactness than 
pereussion, ‘The heart-action and character of the pu on 
be studied. The great vessels can be cutlined, and changes i 
observed. Adhesions or new growths of the pericardinm, o 
into it, can be diagnosed. 








Fis, 265.—Ancuriam of the descending arch of the morta, Posteriir view. 
Skingraph by Kamablan. 


Aorta.—Tortuosities and dilatations can be determined, and the 
presence of aneuriam (Fig. 265) before the existence of physical signs 
Anvuristns, when small, cannot always be differentiated from medi- 
astinal tumours 
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Mediastinal Tumours.— New growths and abscesses of the anterior 

or posterior mediastina may be recognised ; also disease, calcifeation, 
and tumours of the bronchial glands, 

Trachea — Deviation and compression of the trachea from ex- 
ternal pressure is easily determined. 

) ‘The position and course may be seen, and dilata- 

tions, strictures (Fig. 266) and diverticula noted. Stenosis from 

spasm, stricture, or pressure from without may be differentiated. 








oof wexophagus. Immeodistely before exposure, the patient took 
subuitrate, moistened to make a seral-fluld paste, Skiagraph 
‘of retouched. Lungs show normal translucency. Posterior view, 










Pi | 
Stomach.—he size, shape, and position may be determined, and 
the degree of motility, together with the character of the peristaltic 
waves. Displacements are readily seen. ‘The presence of atony, 
* hypermotility, obstruction at the pylorus, infiltration or tumour of the 
stomach wall, and ulcer may be learned with accuracy 
Intestinesa—Prolapse of the colon, strictures, dilatations, and 
diverticula are peadily recognised, Insufficiency of museular action 
may be estimated. 
Gall Bladder.—Hxamination of the gall bladder is not very satis- 
factory. Galeuli composed wholly or largely of cholesterin are not 





























ft Rictancdocsson of the pulse-counting materially in- 

creases. | Tn such cases one should attempt to divert the 

. , in order to overcome this mental acceleration. 

‘Nest count the respirations. Tf the rate is above twenty, or loss than 

fourteen, ‘this in mind during the physical examination of the 
« -ascertain the cause. 

- ‘Temperature,— Place a standardized thermometer under the 

tongue, properly cleansing the instrument before and after using. If 

fs above or below normal, try to ascertain the cause. 


If due to some temporary indisposition, postpone the completion of 
the examination for a few days. If after several attempts there is 























i. TYPHOID FEVER 


; ‘by the Bacillus typhosus, most common between 15 
} _ Prevails especially during the autumn. Period 
































EE | 
curve of typhoid fever. Also the average 
signs or symptoms (shown by black 
jerotie pulse if manifest on the 3d day, and continues to the 
i yon the éth day, and continue to appear until the 12th day. 
‘ , 733 
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ly upon the chest and back. This rash 


the extremities, may be present during the 1st week of the disease. 
ooo ng pdandenees ‘The infrequency of herpes labialis 


» deep- 
sented; palesbine! epota, & to-10 millimetres in diameter, and. situated 
npon various parts of the body, especially upon the chest, abdomen, 
and thighs, are occasionally met with as a diagnostic sign of the 
presence of body lice. Urticaria may be present. The palms of the 
hands may be unusually yellow. Cutaneous yasomotor manifesta- 
tions are common in, but not peculiar to, this fever. Stroking the 
skin causes the development of a red line (¢ache cerebrale) ; or simple 
pena to the air produces a pink-and-white mottling of the skin. 

rarely occurs, but to a moderate degree is not 
aaa A rather characteristic odour or exhalation from the 
skin is often (= ct a genet retamcerabetin ps me 

‘ certain limited diagnostic value. During convalescence the skin 

may desquamate and the hair fall ont. 

ates Miscellaneous Symptoms.—The cheeks are flushed and the face 
has a dull, heavy expression. The pupils are apt to be dilated. The 
tongue at first is red at its tip and edges, with a white coating else- 
where, A deep longitudinal furrow is often present, In severe 
cases it becomes dry, brown, fissured, and tremulous. Sordes collect 
upon the teeth. 

Varieties.—(1) Ordinary or Moderately Severe Form.—During 
the first week the temperature slowly rises to 103° to 104°; the pulse 
runs to 100 or 110, often less, and is soft and dicrotic; the tongue 
shows a white coating; there may be a moderate diarrhaa; the 
patient conghs, complains of headache, and there may be some noc- 
turnal confusion and delirium. Toward the close of this week the 
abdomen is tumid, perhaps tender, the spleen is enlarged, and the 
rose rash appears. During the second week the patient becomes men- 
tally dull, the headache disappears, the pulse loses its dicrotism and 
becomes more rapid, the temperature remains high, and the other 
symptoms are aggravated. During the ¢hird week the fever shows 
marked morning remissions, the pulse varies from 110 to 130, and 
weakness and emaciation are very noticeable. During the fourth 
week the fever slowly subsides, the diarrhaa ceases, the tympanites 
disappears, the tongue clears, the mental condition improves, and 
@ fierce hunger begins to possess the patient. Chart X represents 
the course of the average case, with the times of appearance and 























m re curve is lower and less characteristic ; cardiac weak- 
ness, “pneumonia, and renal inflammations are more common, and 
splenic swelling and rose rash more frequently absent. 

Complications and Sequel.—There is in typhoid fever a 
large variety of complicating conditions or lesions, as follows: 

(1) EBzaggeration of an Ordinary Symptom as a Complication.— 
Hyperpyroxia is more an indication of the severity of the infection 
than a danger in itself. Excessive tympanites embarrasses the action 
of the heart and lungs, and favours intestinal perforation by over- 

ing. Severe diarrhwa and excessive vomiting seriously decrease 
the strength of the patient and may cause fatal exhanstion. Epistaxis 
aay be profuse and serious. Severe recurring sweata, with a rapid 
all of temperature, characterize somo rare but striking cases. 

(2) Respiratory Complications.—Lobar pneumonia rarely initiates 
‘the disease, but occurs more commonly during the 2d or 3d week. 
Hypostatic congestion, announced by a somewhat increased respira- 
tion rate, dulness, weakened voice sounds, and moderately fine, moist 
wiles during inspiration at both bases, is found not infrequently in 
the later stages. Bronchitis (usually present) may extend to the air 
ells (broncho-pneumonia) with associated atelectasis. Rarely in- 
farcts, abscess, or gangrene of the lung or hemoptysis may occur. 
Pleuritis (during convalescence apt to be an empyema) is not very 
common ; still less so is pneumothorax, due to the rupture of a small 
abscess or to overstraining of the lung. Laryngitis and ulceration of 

the larynx with sequent perichondritis may occur; and laryngeal 
paralysis (neuritis) may show itself during convalescence. 

(3) Ctreulatory Complications.—Endocarditis or pericarditis may 
ecour, Thrombosis of veins is not uncommon, particularly of the 
left femoral vein, sometimes of both veins, announced by increased 
fever, pain, swelling, and a hard edema of the leg, generally begin. 
ning in the foot. The affected vein may be felt as a hard cord, and 
the superficial veins are plainly visible as bluieh lines. One or both 
arms may also be inyolved. Less frequently there may be embolism 
or thrombosis of the femoral artery. The limb becomes cold, numb, 
aaa and partly paralyzed. Gangrene of the foot and leg may 


sir Gastro-intestinal and Abdominal Complications—Typhoid 
ulcers may form in the pharynx and esophagus. Membranons 
pharyngitis, developing in the 3d week, with dysphagia, is a rare 
and usually fatal complication. Suppurative parotitis, generally of 
one side, is not common, but when present is a grave and usually 


fatal sequel. 
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venous thrombosis, or- 
oid pesca ata poseliae eveut dinthgtaake 
of Bone.—Inflammation of the joints. 


feelauisslly chroni¢ and recurring, and may con— 
use of protracted convalescence. 
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small proportion the diagnosis remains uncertain for a longer period; 
in w still smaller number no positive diagnosis is made, even after re- 
covery; and in a few instances the autopsy reveals the presence of 
the disease, when it had not been suspected during life. 

Differential —As Herrick cleverly puts it, typhoid 
fever is not only an imitator of diseases, but many diseases imitate 
typhoid fever. 

Diseases Simulated by Typhoid Fever, —(1) Certain cases are met 
with and usually diagnosed as simple continued fever in which there 
are no symptoms except malaise, slight headache, moderate fever, 
and a barely perceptible swelling of the spleen. The illness con- 
tinues for from 5 to 8 days only, and yet the Widal test (the sole 
available diagnostic evidence in such cases) affords a positive reaction 
during convalescence. 

(2) In rare instances the typhoid infection may be localized in 
the meninges and simulate sporadic cerebro-spinal meningitis, pre- 
senting headache, delirium, photophobia, cervical retraction, and 
muscular rigidity. Similarly, an acwde nephritis, with scanty, smoky 
urine, loaded with ulbumin, and containing many casts, may be the 
earliest evidence of a typhoid infection. In other instances the poi- 
son first attucks the lungs, causing a dobar pneumonia, with its typical 
signs and symptoms. Or the infection may be genoral and sudden, 
with repeated chills, high fever, the early onset of delirium, and 
other symptoms of a profound sepficemia. In every such case it is 
well to have in one’s mind a lurking suspicion that it may turn out 
to be of typhoid origin, and to watch for diarrhwa, meteorism, splenic 
swelling, and especially the rose spots; not omitting the Widal test 
in suspicious cases. 

(3) Meloria.—Intermittent fever (tertian organism) can not be 
confounded with typhoid fever. Aside from the finding of the plas- 
modiam, the paroxysms are promptly stopped by quinine, 

Infection by the wstivo-autumnal variety, however, may simulate 
typhoid fever very closely for a time. But, if the work of Osler is to 
be trusted, it may be confidently stated that in the Northern and 
Middle States this form of infection is very rare, and a continued 
fever due to malaria very exceptional. Furthermore, the studies of 
Dock and Vaughn prove conclusively that many cases diagnosed as 
malaria are in reality typhoid fever. In view of the vast importance 
of prophylactic disinfection, even omitting the imperative need for 
reat and careful diet in the individual case, it ig best to accept the 
dictum that typhoid fever, and not malaria, is to be suspected “in 
every case of fever of 6 or 7 days’ duration, particularly if it resists 
the action of quinine.” 

aT 
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(3) Tuberculous Poritonitis—This, when coming on slowly, with 
a continuous low fever, tympanites, and abdominal tenderness, may 
imitate typhoid fever. The Widal and the tuberculin tests may aid 
in separating the two, but continued observation may be required. 

(4) Appondicitis.—This disease may simulate, or be simulated by, 
typhoid fever. On account of right iliac tenderness and tumofac- 
tion due to the swollen ileum and mesenteric glands of typhoid fever, 
@ surgeon has more than once been called to operate for a supposed 
appendical inflammation, But in the majority of cases of appendi- 
citis the onset is so abrupt and the symptoms and physical signs so 
distinctive, as compared with typhoid fever, that this mistake is sel- 
dom made. Conversely, appendicitis may be taken for typhoid fever, 
but the history, together with a careful physical examination, and, in 
addition, the blood examination and serum test, will usually settle 
the differential diagnosis in such rare cases. 

(5) Ulcerative Endocarditis—The more chronic forms of this 
disease are commonly diagnosed as typhoid fever. The presence or 
absence of a leucocytosis, and the result of the Widal test may decide 
the question. Reeurring chills, irregular feyer, substernal pain, the 
development of endocardial murmurs, and the absence of abdominal 
symptoms and the rose spots, point toward ulcerative endocarditis 
rather than typhoid fever. . 

(6) Salpingitis (right).—I have known one case in which the 
occurrence of continued fever and the typhoid status with right iliac 
tenderness in this disease led to a diagnosis of typhoid fever, but 
4 yaginal oxamination, not previously mado, settled the question 
at once by disclosing a fixed uterus and a tender mass in the right 
pelvis. 

(2) Catarrhal Enteritis —This, especially in children, may be 
taken for typhoid fever, but enteritis lacks the epistaxis, bronchi- 
tis, high fever, splenic enlargement, rose spots, and positive Widal 
reaction. 

(8) Pnewmonia.—When lobar pneumonia is the initial symptom 
of typhoid fever, or when pneumonia presents the typhoid status 
(especially if the patient is seen for the first time after this condition 
has developed), a differential diagnosis may be quite impracticable 
until the rose spots appear, or a positive Widal reaction is obtained. 
Ordinarily no confusion need arise. 

(9) Epidemic Injfluenza—Rarely this disease may cause an eleva- 
tion of temperature, lasting for 3 or 4 weeks, and closely resembling 
typhoid fever. The non-appearance of the rose rash, and the absence 
of a positive Widal reaction, with perhaps the discoyory of the 
Pfeiffer bacillus in the nasal or bronchial secretions, will serve for 
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Paratyphoid fever, like typhoid fever, has its chief incidence in 
te eatatn atone alr ke typhoid, occurs mainly in adoles- 
As to the manner in which the bacilli enter 
the body can be learned from sporadic cases; but in certain 
amall epidemics it was proved by the manner of distribution of the 
eases, and by the finding of the bacilli in the drinking water, that the 
infection took place by means of the latter. 
‘The eases haye occurred in the United States, Philippines, and 


Europe. 

Symptoms.—While the general appearance of this disease is that 
of typhoid fever of varying degrees of severity, there are certain fea- 
tures which in many cases may point to paratyphoid infection. The 

are generally shorter, epistaxis is less common, the onset 
is more abrupt, with repeated vomiting and diarrhea (generally con- 
tinned throughout the course of the disease), and often intense early 
prostration. Angina is frequently present. The course of the die 
ease is commonly shorter, with milder general symptoms and less 
derangement of the sensorinm. Spots are present in ubout one-half 
the cases; the spleen is usually not palpable but is enlarged to percus- 
sion; there is no iliac tenderness (probably due to absence of intestinal 
ulceration, though hemorrhage may take place); and the pulse is 
rarely dicrotic, The temperature often falls by crisis. Complica- 
tions are more frequent than in typhoid fever. 

Diagnosis.—It may be safely said that, up to the present time, 
there is no symptom, or group of symptoms, whereby it is possible 
to differentiate between typhoid fever and paratyphoid fever, This 
discrimination can be made positively only by finding the specific 
bacteria by bacteriological methods, or by the agglutination tests. 
If the customary Widal is negative, the tests should be made with 
both groups of paratyphoida; a positive reaction making the diag- 
nosis. 

The prognosis, in the majority of cases, is distinctly favourable, 
the mortality being about 3.5 per cent. 














i. TYPHUS FEVER 


Symptoms.—Begins suddenly with chills (perhaps recurrent), 
fever, pain in head, back, and extremities, soon followed by extreme 
prostration. Cough and bronchitis are common. The pulse is rapid, 
full, and often dicrotie. The tongue is white, dry, and tremulous, in 
bad cases becoming brown or black. The expression is dull and 
heavy, the face duskily flushed, the eyes congested, and the pupils 








Differential Diagnosis.—(1) Typhoid fever (page 748). 

(2) Corbra-spinal Meningitis—In this, one finds a grouter irregn- 
wslesecigneicnamiavete: ein in the back,a more frequent occur- 
rence of convulsions, facial or ocular paralyses, photophobia, in- 
tolerance of sounds, and cervical retraction. The eruption is less 
constant, and does not appear at any definite period in the disease. 
Finally, lumbar * puneture and the finding of the meningococcus may 
settle the question. 

(3) Bote Maligesnt smallpox may resemble severe typhus, 
but the hemorrhages (subcutaneous, hematuria, hamatemesis, intes 
tinal, conjunctival) will speak for the former disease. 

—The mortality varies from 12 to 20 per cent; in 
children slight, and after middle age high (perhaps 50 per cent). 
Death results from toxemia or a complicating pneumonia, 


Il. RELAPSING FEVER 


Symptoms.—The period of incubation of this disease, caused 
by the spirochele or spirillum of Obermeier, varies from 5 to 7 days. 
The inyasion is sudden, with chill, rapid onset of fever (104° to 106°), 









































Cnanr XIV.—Relapsing fever. 


intense headache, backache, and aching in the extremities. The 
pulse runs from 110 to 130. Sweats, jaundice, and delirium (if feyer 
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scarlet fever, or papular or urticarial. It has no definite time of 
appearance and is not distinctive in its characters. In many instances 
it first appears upon the hands and feet, thence spreading over the 
greater part of the surface of the body. 

The fever steadily rises during the first 3 or 4 days, reaching 
maximum of 103° to 107°, at which time it rapidly remits, with free 
sweating and an almost total disappearance of the painful symptoms. 
‘The period of apyrexia lasts from 2 to 4 days, and the seizure is then 
repeated ina milder form. The average duration of the entire attack 
is from 7 to 10 days. 

—These are uncommon. Convulsions may 
attend the onset of the disease (in children); and insomnia, active 
delirium, hyperpyrexia, pericarditis, and, in rare instances, meningitis 
may occur. 

Differential Diagnosis.—(1) Yei/ow Fever.—As dengue and 
yellow fever are frequently prevalent at the same time, the two dis- 
eases are apt to be confounded. The symptoms which in the ma 
jority of cases determine the disease to be yellow fever are the facies, 
red and injected eyes, flushed face plus an icteric hue, slow pulse 
with high fever, albuminous urine, black vomit, and early jaundice 
(24 or 34 day). Nevertheless, good authorities may disagree, as in 
Texas during the epidemic of 1897. 

(2) Znfluensa.—In this there is usually no eruption (except her- 
pes), the fever does not show the striking remissions of dengue, and 
the joints are not implicated. Examination of the nasal and bron- 
chial secretions will discover the bacillus of Pfeiffer. A question can 
only arise in sporadic cases, as the existence of an epidemic of either 
will be recognisable. 

(3) Acute Rheumatism.—A sporadic case might be mistaken for 
acute rheumatic fever because of the joint symptoms, but in the 
latter there is generally no eruption, and the course of the fever will 
proye to be quite unlike that of dengue. 

Prognosis.—Seldom fatal, death resulting only from the rare 
serious complications. The patient is usually much weakened by 
the disease, and the stiffness of the joints and the muscular pains 
may be extremely persistent. 


V. SPOTTED FEVER 


The causative agent of the spotted or tick fever of the Rocky 
Mountains is an animal parasite (Piroplasma hominis), amoboid but 
not pigmented, found both within and without the red cells. This 
statement is baged upon the studies of Wilson, Chowing, and Ander- 
son. It is best stained with Wright’s stain, followed by methylene 
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blue, Inoculation is through the bite of the wood tick. The disease 
oceura exclusively in the spring and early summer (from the middle 
of March to the middle of July). 

The special habitat of this fever ia in the Bitter Root Mountains 
of Western Montana, and it is localized in a comparatively small 
area. It is found also, in a milder form and with much less frequency, 
in Nevada, Oregon, Wyoming, and Idaho. It affects mainly the ranch- 
men and herders of these regions. 

It is propor to state hore that some doubt has been cast apon the 
existence of the Péroplasma hominis, by the comparatively recent 
investigations of Craig and Stiles, these observers failing to verify 
the previons work done upon this subject. 

Symptoms.—Incubation, 3 to 10 days. Onset with chilliness, 
malaise, nausea, and finally a distinct chill. Pain in the back and 
head, with general muscular soreness, is present. Constipation 
exists; the conjunctive are congested, becoming yellowish; nose 
bleed is always present, sometimes severe and continued. Maximum 
of fover is reached on the 8th to the 12th day, after whieh there ie a 
gradual decline to normal in favorable cases. The pulse is out of 
proportion to temperature, 110 to 140. The eruption appears on the 
3d day, first on wrists and arms, then spreading, but appearing last 
and least on the abdomen. It is bright and macular, varying from 
pin point to split pea in size, becomes petechial, and disappears with 
tho fever. The spleen is carly enlarged, and to a considerable degree. 
The liver is usually slightly enlarged. Nausea may be extreme in 
the fatal cases. There ia no delirium and the mind generally remains 
clear throughout. 

Diagnosis.—Etiology (tick bite), chill, pain in back and head, 
muscle soreness, constipation, macular eruption appearing first on 
the wrists on the 3d day and becoming petechial and disappearing 
with the decline of the fever, will serve to make the diagnosis from 
moningitis, typhoid fever, peliosis rheumatica, and typhus, which latter 
it most closely resembles. An absolute diagnosis can only be made 
by finding tho parasite in the blood. The disease is not contagious. 

Prognosis.—The mortality is vory irregular, 2 to 70 per cent 
(different localities). The greatest mortality is in Montana; the 
least in Nevada, Idaho, and Wyoming. 


Vi. TRYPANOSOMIASIS (SLEEPING SICKNESS) 


Etiology.— trypanosome, conveyed by the teotse fly ( @lomine 
palpalis) and inoculated through ita bite, The orgunism is found in 
the blood and cerebro-spinal fluid, and in large numbers in the lymph 
glands. 
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jerky tremor of the tongue, which may be an early 
glands begin to enlarge. (2) Trembling 
atage. This may be ushered in by nervous crises, such us epilepti- 
form fits, or attacks of mania or melancholia. In other cases it 
comes on gradually. There isa marked alteration in the expression 
and general appearance, accompanied by a change in manner and 
n. The twitching of the tongue becomes more marked, 
and the tremor spreads to the cheeks and lips and to the body gen- 
erally. The muscles become flabby, the face loses its expression, and 
the limbs their strength. The speech often becomes mumbling and 
Diurred. The eyes take on a vacant, tired look. There is a disin- 
clinution to move or speak, with an increasing tendency to sleep, and 
the patient passes finally into (3) the lethargic stage. The condition 
becomes one of stupor and finally coma. The temperature is sub- 
normal, the pulse slow and of yery low tension. The sphincters relax 
and death supervenes, cometimes suddenly, but usually very slowly, 
the vital functions seeming to dwindle away. 
‘The duration of the disease averages 4 to 8 months, Some cases 
show 4 more acute course, while others are much more prolonged, 
occurring in which the symptoms remit and the disense 
appears to be checked. 
‘The prognosis is hopeless. 
Vil. CEREBRO-SPINAL MENINGITIS 


This disease, most common in children and young adults, and 
caused by the Dipiococeus intraceilularis meningitidis, presents 
remarkably wide clinical variations. It is both epidemic and sporadic, 
and is moderately contagious. The entrance-route of the organism 
is probably by way of the nasal passages. 

Symptoms.—(1) Ordinary or Common Form—After an un- 
known period of incubation the disease begins abruptly with a vio- 
lent headache, severe chill, fever (101° to 102°), vomiting, and pain 
in the back and limbs. In children convulsion may occur. Very 
soon the muscles of the neck and back become painful and stiff, with 
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intermit every day or every 2d day, or present an irregular remittent 
like that of pywmia. 

(6) Chronic Form.—There is a series of recurrences of the fever 
with « complex symptomatology, dependent possibly upon chronic 
hydrocephalus or abscesses of the brain (Osuus, Hxvnxer). 

and Sequelee. — Pleurisy, pneumonia (fre- 
qnent), bronchitis, pericarditis, arthritis (frequent), and parotitis 
may occur. Chronic headaches (meningitis), chronic hydrocephalus, 
sphasia, mental impairment; defective vision from optic atrophy, 
retinitis, or keratitis; defective hearing from inflammation of the 
middle or internal ear, or neuritis of the auditory nerve; and paral- 
ysis of other cranial nerves, may result from an attack of this disease. 
Nephritis with hematuria has been observed as a complication. 

Differential Diagnosis.—In sporadic or doubtful cases a diag- 
nostic lumbar puncture should be made (page 711) and the fluid 
examined for the characteristic organism. 

(1) Typhoid Fever—In the majority of cases of this disease the 
slow development of the symptoms, the temperature curve, the ab- 
dominal symptoms, and the Widal reaction will ultimately separate 
it from cerebro-spinal meningitis. There is,as a rule, no cervical 
pain and retraction, no herpes, and no leucocytosis. In exceptional 
cases the cerebral form of typhoid fever begins abruptly, with symp- 
toms indistinguishable from those of cerebrospinal meningitis. 

(2) Typhus Fever—In this the fever is more regular than in 
cerebrospinal meningitis; facial paralysis, muscular rigidity, and 
the severe cervico-dorsal pains are absent. 

(3) Pneumonia.—When this is complicated by meningitis, the 
pneumonia precedes the meningitis, there is less pain, and the cervi- 
cal retraction is not so marked ag in cerebro-spinal fever. But if the 
case is not seen from the beginning, one can not be certain that the 
meningitis is secondary to the pneumonia, and it may be difficult: or 
impossible to separate it from a case of cerebro-spinal fever compli- 
cated with pnenmonia. 

(4) Acute Rheumatic Fever—On account of the redness and 
swelling of the joints which may occur in cerebro-spinal meningitis 
it may be mistaken for acute rheumatic fever, but in the latter the 
joint symptoms occur at the onset, and there is an absence of cervi- 
cal retraction, muscular rigidity, facial paralysis, and cutaneous 
eruptions. 

(5) Tuberculous Meningitis.—Compared with cerebro-spinal fever, 
the onset of tuberculous meningitis is not so sudden, the aching, 
hyperwsthesia, and cervical retraction are less, and there are usually 
no cutaneous eruptions; while retraction of the abdomen, irregular 
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prise, and Choyne-Stokes respiration are much more common. Far 
thermore, a pre-existing tuberculous focux may be found, and tuber- 
cles discovered in the choroid by ophthalmoscopic examination. 

—The mortality varies from 20 to 75 per cent, and ix 
greatest in children under 5 years. High fever, recurring conrul- 
sions, and profound coma usually presage a fatal termination. 


VII, INFLUENZA 


Symptoms.—<After an incubation of from 1 to 4 days the disease 
(caused by Pfeiffer'’s bacillus) seta in abruptly with chilliness, or even 
a severe rigour, ‘The fever is extremely variable, running from 100° 
to 105°, and lasts with romissions from 1 to 10 days, There is in 
almost all cases severe headache and general aching, with a degree 
of prostration out of all proportion to the apparent canse. Delirinm 
is not infrequent. The symptomatology of the disease is variegated, 
and one symptom group may quickly merge into another. The fol- 
lowing forms of the disease are recognised : 

(1) Respiratory Form.—The early symptoms are those of a severe 
coryza. Usually pharyngitis, laryngo-tracheitis, and bronchitis fol- 
low. The general aching and extreme weakness may be the only die 
tinguishing characteristics. Very frequently 4 slight patehy bron- 
cho-pneumonia, with few physical signs, coexists. ‘The cough is apt 
to be paroxysmal, violent, and extraordinarily persistent. 

(2) Nervous Form.—In many cases alight fever, with atrocious 
headache, pain in the back and limbs, and marked weakness may be 
the only symptoms. 

(3) Gastro-intestinal Form.—In a certain proportion of cases, 
nausea, vomiting, abdominal pain, and profuse watery or serous diar- 
thos, with prostration amounting at times to collapse, may consti 
tute the evidence of the discase, 

(4) Typhoid or Febrile Form.—In some instances, fortunately in- 
frequent, there may be a continued fever, with delirium, dry, brown 
tongue, and other symptoms of the typhoid status, In certain eases 
the fever remits or intermits, with recurring chills, and simulates 
malaria. 

Complications, Sequele, and Occasional Symptoms. — 
(1) Respiratory Organs —Broncho-pneumonia (common), lobar pnea- 
monis, pleurisy terminating in ompyema (rare), palmonary gangrene 
and abscess (rare), pulmonary mdema (sequel of pneumonia), and en- 
largement of the bronchial glands. 

(2) Oireulatory Organs.—Tuchycardia, bradycardia, or persiutent 
irregularity of the pulse; angina pectoris (inflaenzal), usually with- 
out discoverable organic changes, temporary and recoverable; cardiac 


EE 







plications. Various forms of neuritis are not infrequent. Ac- 
tive delirium, depression of spirits, melancholia, dementia, persistent 
insomnia, neuralgias, and migraine have been noted. Neurasthenia, 
sometimes severe and prolonged, is a not uncommon sequel, 

(4) The spleen may become enlarged, and catarrhal jaundice has 
occurred with some frequency; (5) hwmaturia, acute congestion, and 
acute nephritis are not extremely rare; (6) conjunctivitis is frequent, 
iritis uncommon, and optic neuritis is rare; (7) acute otitis media is 
common, terminating occasionally in mustoiditis, and vertigo, as a 
result of labyrinthine disease, has been observed ; (8) herpes is fre« 
quently seen; occasionally diffuse erythema and purpuric spots are 
witnessed. 


Differential Diagnosis.—In doubtful, anomalous, or sus- 
pected sporadic cases a bacteriological examination of the bronchial 
or nasal secretions should be made in order to find Pfeiffer’s bacillus, 
which, if present, will declare the disease to be influenza, In the 
midst of an epidemic there is usually no difficulty in making a diag- 
nosis, nor in a sporadic case if the symptoms come under the head of 
one of the recognised types. The cardinal symptom is the excessive 
and disproportionate weakness. 

(1) Typhoid Fever—Influenza begins suddenly, and lacks the 
regular temperature curve, rose spote, and positive Widal reaction of 
typhoid fever. 

(2) Corebro-spinal Meningitis.—In certain cases of influenza the 
sudden onset, headache, backache, delirium, and muscular stiffness 
may afford a clinical picture exactly like that of cerebro-spinal men- 
ingitis, and the differential diagnosis must depend upon the bacteri- 
ological examination ; in the one case for the Pfeiffer bacillus, in the 
other for the meningococens. 

(3) Broncho-pneumonia.—if the question arises as to whether a 
given case of broncho-pneumonia is of influenzal origin, a rather 
peculiar and anomalous combination of physical signs may answer 
the question in the affirmative, viz., varying degrees of dulness over 
both chests posteriorly, with weak respiratory murmur, impaired 
transmission of voice sounds, and a shower of fine and suborepi- 
tant riles at the end of a deep inspiration, heard in scattered areas 
or patehes, especially at the bases. The combination is probably 
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. hemorrhage are rare events. Trregularity 
Seabepeee Maillon ct the ig ht ventricle, and perhaps permanent 
val r result tists the great paroxysmal strain upon 
the heart. | may occur (20 per cent of 200 cases, 
merci As sequel, chronic bronchitis and pulmonary tuberculosis 
may be found. Gastro-intestinal catarrh is not an infrequent follow- 
ing, and hernia may occur as a result of strain. 
disease can not be recognised until the parox- 
ysmal stage, when the “whoop” is unmistakable. The paroxysmal 
cough of influenza may closely simulate pertussis, but the onset in 
the former disease is sudden, and the spasmodic character of the 
cough is usually marked from the outset. Mild eases in which the 
whoop does not develop may remain doubtful. The swollen face 
and eyes are of much diagnostic importance. The mortality of per- 
tussis, with its complications, amounts to 7 or 8 per cent, especially 
during the first 2 years of life. 


XX. EPIDEMIC PAROTITIS (MUMPS) 


After an incubation of 2 to 3 weeks there is lassi- 
tude, with fever (rarely above 101°), and pain under one (usually the 
left) ear, increased by taking an acid. Headache and nausea are 
sometimes present. Swelling begins on the affected side, which in 2 
or 3 days becomes very extensive. The bulk of the swelling lies 
under the lobe of the ear, which is pushed outward, and extends 
forward in front of the ear and backward under the sterno-mastoid 
muscle (anatomical situation of the parotid gland). The opposite 
gland usually follows suit within a day or two. The pain is tensive 
rather than acute, the mouth can scarcely be opened, and there is 
difficulty in mastication, swallowing, and speaking. Tinnitus and 
slight dulness of hearing are very common. The swelling lasts from 
6 to 10 days. As a rule the disease is of a mild type, but in very 
exceptional cases there may be high fever (103° to 104°), with delir- 
inm, prostration, and other symptoms of the typhoid status. 

and Sequelee.—Orchitis, usually after the 
parotitis has subsided, sometimes resulting in atrophy; and at the 
same period, ovaritis (rarc), mastitis or tenderness of the breasts, 
and vulvovaginitis, almost invariably after puberty. Other complica. 
tions are meningitis, acute mania, insanity, facial paralysis, convul- 
sions, hemiplegia, peripheral neuritis, endocarditis, arthritis, jaun- 
dice, albuminous urine, acute urwmia, otitis media (not uncommon), 
disease of the auditory nerve with permanent, deafness, disease of 
the lachrymal gland, and optic atrophy. The majority of these are 
either yery rare or occur very infrequently. Suppuration of the 























SMALLPOX: 

ee The pulse is rapid (120 to 140), full, 

_ Generally the bowels are constipated, the urine 

The initial fever continues high until the 

Say whee a desided decided remission occurs, lasting until the 7th 

it again rises (fever of suppuration), fluctuating 

Seemed aA ie Setcartis cases sratisally nibs t> the uorasl be 
the 18th day of the disease (Chart XV). 

Se ee eee geen ioe the Dax ih day of Whe 
disease as red spots, first on the forehead and wrists, appearing 
within the next 24 hours upon other parts of the face and limbs, and 
to some extent upon the trunk. With the appearance of the erup- 
tion the fever falls and there is an improvement in the general symp- 
toms. The rash is at first macular, changing rapidly into rounded 





Sey Ne, ankle yale The lesions may occur 
also in the and larynx. About the Sth or Gth day 
of the disease they b vesicular and umbilicated, and about the 


Sth day are converted into non-umbilicated pustules. Each pustule 
is surrounded bya red areola, and the intervening skin is swollen. 
With pustulution the fever returns and the general symptoms reap- 
pear. About the 11th or 12th day of the disease the pustules begin 
to desiccate and form scabs or crusts, which cling to the skin fora 
week orlonger. The maturation of the eruption occurs first upon the 
face and follows the order of its appearance. More or less pitting of 
the skin results. In the discrete form the lesions are not very abun- 
dant and do not coalesce. 
@) Confluent Form.—The papules are numerous, thickly set, and 
s00n coalesce, although the confluence may not take place until the 
stage of i They are most abundant on the face and hands, 
less so on the limbs, and may be scattered and discrete on the trunk. 
The initial symptoms of the confluent form resemble those of the 
discrete variety, but are usually of greater severity. Delirium, stupor, 
subsultus; salivation, diarrhwa; extreme swelling of the cervical 
glands ; hoarseness, congh, and ‘offensive discharges from the nose 
and throat due to the existence of the ernption in the nose, mouth, 
pharynx, and larynx, are present to a varying extent. 
(3) Malignant or Hemorrhagic Form.—This presents 2 varieties, 
Black or purpuric smallpox, beginning with intense fever, lum- 
bar pain, and .prostration, and an unusually rapid respiration rate. 
On tho 2d or $d day small ecchymoses appear on various portions of 
the skin, growing in size and number, so that in the severest cases 
the greater portion of the cutaneous surface may be purple or black- 
ish in colour. Extensive conjunctival ecchymoses may also be pres- 
ent. Hemorrhages from the mucous membranes are common, viz., 
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fro Scamasariyietmpendbiegiee ah The 
a Se etsy oats obese, cra rath peal 
Gal without marked red areola, and not infrequently flattened or 
_ They arrive in successive crops, so that by the 4th day 
lesions in the various stages of papules, vesicles, and pustules can be 
by side, which, together with their abundance upon the 
constitute most important differential points. Moreover, the 
‘the constitutional symptoms (fever, backache, prostra- 
notable in varicella, and there is no fever of suppuration. 
The knowledge of previous exposure to the disease may be helpfal. 
In varioloid or mild variola the eruption usually appears first 
upon the forehead and hands, the lesions are of uniform size, not 
mperficial, ‘are! more pustular, and the various stages do not exist 
side by side. ‘The ernption is most abundant on the face, hands, and 
x _ The constitutional symptoms are, as a rule, of a more 
decided “character, There may be a history of exposure to a known 


of § 
Prognosis.—Varioloid recovers ; in discrete smallpox the prog- 
nosis is good; in confluent forms, grave; in the malignant and 
severe hemorrhagic forms death is almost inevitable. 










































seat Pa " 
sorte ten on wena superficial, flattoned, not infrequently 
umbilicated, and clear or clondy fluid. In 36 or 48 hours 
the contents become purulent, and during the 8d and 4th days 
shrivel into dark-brown crusts, which become detached, usually with- 
out leaving scars. The vesicles appear in successive seta during the 
firet 2 or 3 days of the disease, so that lesions in various stages of 
posse sorter side by side (Chart XVII). 

—Ordinarily the disease is mild. If the vesi- 
cles are by scratching, ulcers may form, and in some cases 
the Ress Seay unusually large (bull), In rare instances vari- 
cella may be hemorrhagic, with bleeding from the mucous mem- 
branes and the presence of ecchymotic spots on the skin. Other 
occasional complications are acute nephritis, infantile hemiplegia, 
and gangrene immediately around the vesicles in tuberculous or 
weakly children. The diagnosis is from smallpox (page 761), and 
the prognosis is almost invariably favourable. 


XIV. SCARLET FEVER (SCARLATINA) 


—Period of incubation varies from 1 to 7 days 
(usually 2 to 4). The disease begins, as a rule, abruptly, rarely with 
a chill, but in the majority of cases with vomiting. In young 
children convulsions are common. ‘The fever rises rapidly (perhaps 
204° to 105°) during the 1st day, and the child complains of sore 
throat. 

At the end of the 1st or the beginning of the 2d day the rash 
appears, first on the neck and chest, whence it spreads over the 
whole body, usually within the next 24 hours, From a distance the 
skin is uniformly and brilliantly scarlet, but on close inspection the 
rash is seen to consist of fine, closely set red points, the intervening 
skin being diffusely red. It disappears on pressure, the anemic spot 
having aslightly yellowish tint. Not infrequently the rash is coarsely 
punctiform, the intervening skin remaining white; or the rash may 
oceur in patches; or it may be finely papular; or with an intense 
rash there may be punctate petechia ; or sudamina may form. The 
rash persists for 2, 3, or 4 days, and then slowly disappears. 

The mucous membrane of the mouth and throat is brilliantly red 
and more or less swollen ; the tonsils are reddened, and often present 
4 punctate or membranous exudate (lacunar tonsilitis). The tongue 
is at first covered with a white fur through which the swollen red 
papille project (strawberry tongue). In a few days the fur exfoli- 
ates (raspberry tongue). The pulse is unduly rapid (in children 
from 120 to 150 or over) in comparison with the temperature, and the 
respiration is accelerated, The spleen is somewhat enlarged. Head- 




















t and serious), sometimes followed by mas- 
rinthine disease, thrombosis of the lateral sinus, 
abscess. Arthritis (scarlatinal “rheuma- 


‘suppuration, and in rare instances to chronic en- 
a occasionally occurs, with arthritis and endocar- 
alsions, hemiplegia, and spinal paralysis, and throm- 

al veins have been noted very infrequently. Can- 























are more violent, there is marked pros- 
petechial, and there are hemorrhages 

ranes. Death results from an overwhelming 
cases in which the rash is present by the 2d 








ieapih punetate and confined to the tonsils 
jeudiphtharia); simulating in every respect an 
onsilitis; or there may be a soft non-membranous 

0 ipialone or the case may be so | 
Y Revendots dors not appear, the throat present 

Bog ordinary catarrhal inflammation. 
. heria lembranous croup is in the large 
ceaieal diphtheria; in a small minority a strep- 
nation. It is usually secondary, by extension from 
y primary. A croupy cough, hoarseness, or 
ove all, evidences of progressive laryngeal stenosis, 
leading symptoms. As the narrowing of the glottic 
s the breathing becomes stridulous, and dyspnoea and 
s become manifest. The supraclavicular, episternal, inter- 
costal, and epigastric spaces are deeply retracted with inspiration and 
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DIPHTHERIA 


a3 nephritis is of scarlet fever. Like the lat- 
mildest case of the disease and perhaps be the 
; the nature of the primary sore throat. 

‘is a toxic neuritis, general or local, and 


Wer tant Gare bore ts Wak eMaing ins 
Ba tears by the nasal character of the yoice, 
ita fluids through the nose, and dysphagia, with which 
5 q a moderate weakness of the legs. Next in fre- 
‘the ocular muscles are involved, causing ptosis, strabismus, 
loss of accommodative power. The special nerves of taste or 
hearing be involved. There may be a multiple neuritis affect- 
ing both legs (paraplegia), with absent tendon reflexes, although the 
Jast sign does not of necessity imply a neuritis; or the extensors of 
= et; or one or both arms; or all four extremities ; or the face ; 
respiratory muscles (diaphragm in particular) ; ones cariss 
pas The abnormally rapid or slow pulse, dilated heart, and the 
oceasional advent of dangerous or fatal syncope, met with either at 
the acme of the disease or during convalescence, result in all prob- 
ability from an involvement of the cardiac nerves, less commonly 
from an infections myocarditis. 
Differential —The only absolute proof of the exist- 
ence of diphtheria is the presence of the Klebs-Loeffler bacillus. In 
the severer forms of anginal diphtheria, where the exudate is not econ- 
fined to the tonsils but spreads to the pillars of the fauces, soft pal- 
ate, or pharynx, the clinical diagnosis is ‘readily made; but when the 
picture and the course of the disease is exactly that of a follicular 
tonsilitis, or the membrane is absent as in the milder forms of 
diphtheria, a reliable diagnosis can be made only by a bacteriological 
or microscopical examination of the exudate. The membranous 
nas occurring in scarlet fever, measles, pertnasis, and scarlet 
fever, and usually due to the streptococcus, can not be differentiated 
from true diphtheria except by proving the absence of the Klebs- 
Loeffler bacillus. These forms of membranous sore throat are very 
4 qualified as diphtheroid. 
For making cultures in suspected cases of diphtheria the Depart- 
ment of Health of New York city furnishes an outfit (free) consist- 
ing of a box in which there are 2 test tubes, one containing a steril- 
ized cotton swab, the other a slant of coagulated blood serum. Both 
are plugged with sterilized cotton. The directions which accompany 
the outfit are as follows : 
“The patient should be placed in the best light attainable, and, 
if a child, properly held. In cases where it is possible to get a good 



















































varies from 4 to 7 per eent, In 

yis the rule. In persons over 60, in chronic 
ted, the prognosis is serious; and 

Piemrtren ecninsliy atk ‘Death occurs from 










(1A, SEPTIC/EMIA, AND PY/EMIA j 
(a) Toxwmia results from the introduction into 
tem toxines formed by microorganisms, mainly by those : 
n ja is a toxwmia due to the absorp- 1 
[el by the bacteria of putrefaction. In either 
nisms develop at some local site, whence the poisonous 
absorbed—e, g., the throat in diphtheria, or a moist 


(bacterwmia) is a condition in which there is an 
nie germs into the blood and tissues of the body 











seawall considered certain local or general infections 
ocourring very frequently as secondary or intercurrent events in 
chronic diseases, especially in chronic nephritis, arteriosclerosis, 
chronic valvular disease, cirrhosis of the liver, Hodgkin’s disease, 
lenewmia, chronic tuberculosis, and other chronic maladies. Because 
of the fact that these infections are apt to close ee 
spoken of as “terminal.” The micro-organisms found in the ter- 
minal infections are, in addition to those previously mentioned, the 
gonococcus, the gas bacillus, and the Bacillus (nberculosis. The 
local affections to which they give rise are acute meningitis, pericar- 
ditis, endocarditis, or pleurisy ; acute miliary tuberculosis of the peri- 
tonwam or pleura; and entero-colitis, 

(2) Symptoms of Septicomia.—When septicemia starta from a 
local infeetive focus, whence the micro-organisms enter the blood, 
the symptoms of the invasion may begin on the 2d, 3d, or 4th day, 
rarely later, At the onset there is usually chilliness rather than rigour, 
with fever, moderate at first, but which rises and tends to become of 
the continued type, with decided daily remissions. There is head- 
ache, anorexia, prostration, delirium, or marked apathy. The pulse 
is rapid, small, and compressible. The tongue shows a marginal red- 
hess, and may become dry and brown; there may be nausea, yomit- 
ing, and diarrhaa; and the spleen may be palpably swollen. Pe- 
techial spots are not uncommon; slight toxwmic jaundice usually 
develops; and scarlatiniform rashes or herpes may appear. The 
urine frequently contains albumin, leucocytes, red cells, and tube 
easts. If the septicwmia is cryptogenctic, and especially if it is due 
to the presence of the streptococcus, the fever is high, irregular, with 
recurrent slight chills, and of a more decided septic cast. 

(c) Pyamia.—(1) Canses.—Pyemia is a septicemia complicated 
by multiple abscesses arising from an original focus of suppuration, 
The abscesses, primary or secondary, may be seated in any part or 
organ of the body. The organisms most commonly causing suppura- 
tion are the streptococcus and staphylococcus, although other germs 
may be pyogenic, viz., the pneumococens, the Bacillus typhosus, the 
Bacillus coli communis, Pfeiffer's bacillus (of influenza), the Bacillus 
proteus, the Bacillus pyocyaneus, and probably the gas bacillus. 

The vessels in the neighbourhood of the original suppurative 
focus become inflamed, with the formation of thrombi; in the ma- 
jority of cases the veins are involved (phlebitis), less commonly the 
arteries (arteritis). From these infected thrombi particles of varying 
size become detached, and are carried as emboli by the blood stream 
to various parts or organs, where they become impacted. Instead 
of causing simple infarctions, as do non-infected emboli, they give 














of embolic abscesses; while in i 

a single chill, the fever is of the contin 
non, the jaundice is much lighter, and 
abscesses. Moreover, in septicwmia, delirium and 
‘symptoms ; in pywmia they become manifest later in 


@) Diseases Simulated by Pyamia.—(1) Maleria—Because of 
hills, fever, and sweats, pyemia may be mistaken for an inter- 
n fever, but the finding of the plasmodium and the 


of quinine in the latter offer ready means of differ- 
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104" is of bad omen; eo also is black vomit 
coma, and convulsions usually mean death. 
, moat eer, sight jaundice, an ample fw a 
hemorrhages offer a favourable prognosis, 

1 ee ae 


XXI. DYSENTERY 


quent, usually mucous and bloody, stools; and in 
ibd griping and severe tenesmus, 
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4 corre itutional disturbance with rapid, feeble pulse, 
high t 3° to 104° F.), dry, furred tongue, and thirst. 
Delirium ervene, followed by death in 48 hours. Milder cases 
tend to improve after 2 or 3 days with amelioration of all symptoms 
and reeove 15 to 20days. The disease may, however, puraue 
a subacute or c course of weeks or even months, 


Unfayourable symptoms ‘6 great omaciation, nervous adynamia, 
iow ttttede WANGaE, Gad the nding of yangrenots soughe th the 
stools. 

In infants we have to deal with the well-known symptoms of acute 
enterocolitis (g. v.). We owe this important advance in our knowledge 


of the etiology of the summer diarrhaas of infants (especially cholera 


infantum and dysentery) to the excellent work of Bassett, Duval, 
Park, Dunham, and others. 

The diagnosis rests on the presence of a severe enterocolitis with 
the demonstration of Shiga’s bacillus in the stools, which requires 
the skill of the expert; perhaps also a positive result from the agglu- 
tination test, if such is available. This will serve to differentiate it 
from Asiatic cholera and amebic dysentery. 

(3) Ame@bic (Tropical) Dysentery.—The invasion may be sudden, 
usually gradual, beginning with a moderate diarrhma. There is 
slight fever (which may be entirely absent), nausea and vomiting are 
uncommon, and abdominal griping and tenesmus present only at the 
onset. The stools are at first mucous and bloody, but later become 
fluid and yellowish gray, containing mucus and at times blood and 
sloughs, and vary from 6 to 12 in 24 hours. The diarrhoa is some- 
what characteristic in that it, although persistent, alternately remits 
and relapses ut irregular intervals. There is a steady loss of strength 
and weight. If complications do not oceur, the disease lasts from 6 
to 12 weeks; convalescence is slow because of weakness and anemia, 
relapses are frequent, and the disease is prone to become chronic. 

(4) Diphtheritie Dysentery.—This form of the disease, in which 
there may be necrosis and ulceration of the mucosa of the colon, with 
the formation of a more or less marked croupous exudate or pseudo 
membrane, is not uncommon, It may be primary or secondary, 

Tn the rare primary cases the disease is usually acute and of sud- 
den onset, with extreme prostration, delirium, abdominal pain, ten- 
derness and distention, frequent stools, and high fever. This condi- 
tion may be mistaken for typhoid fever. 

‘The secondary form is more frequent, and is found as an inter- 
current and often terminal event in chronic nephritis, chronic car- 
diac disease, pulmonary tuberculosis, and in various cachexim, as well 
as in certain acute ailments, especially typhoid fever and pneumonia. 
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s and 
‘examination of se ig Tala a Nae as determine 
the cause of the sympt 
Poorest ade ral this condition, although defecation may 
| tenesmic, there is usually persistent and increasing 
eae es oie re bloody rather than mucoid, laxatives are not 
effectual, feyer is not an carly symptom, and examination of the 
abdomen may reveal a tumour. 

(4) Typhold Fever Tn this disease the fever does not rise so 

rapidly and to such a height as in primary diphtheritic dysentery ; 
the intestinal symptoms are less, and the stools are rarely bloody. 
Moreover, in dysentery the spleen is not enlarged, the rose rash is 
absent, and a positive Widal reaction is not obtained. 
—In the catarrhal form recovery is the rule. In the 
specific form the mortality in some epidemics is very high, Tsolated 
eases usually recover. In the amebic form the mortality varies; in 
epidemics daring campaigns in the tropics it rises to 70 or 80 per 
cent, while occasional cases in civil life and temperate zones give a 
death rate of 5 or 6 per cent only. In the diphtheritic forms the 
prognosis for lifeis unfavourable. In dysentery death usually results 
from exhaustion. The symptoms which justify a bad prognosis are 
a dry tongue, feeble and rapid pulse, delirium, stupor, and evidences 
of collapse. 


















XXII, CHOLERA ASIATICA 


Symptoms.—This disease—due to the comma bacillus—has an 
incubation period of from 2 to 5 days. 

(1) Stage of Invasion—Commonly there is, during this period, 
slight diarrhma, and colicky abdominal pain, with headache, mental 
depression, perhaps nausea and vomiting. These symptoms may 
progress no further (cholerine), but usually the two other stages of 
the disease supervenc, yiz., collapse, and reaction. 

(2) Stage of Collapse.—This may come on without prodromata, 
but ordinarily an existing looseness of the bowels is suddenly suc 
ceeded by frequent copious stools, which soon lose their fweal charac- 
ter and become liquid, serous, or “ rice-water” discharges, usually 
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baci in enormous numbers. — 
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p Symproms.—Four varieties of malarial poison- 
intermittent malarial fever, remittent malarial 
fever, and the malarial cachexia. For a 
life history and the method of detection of the 
oa, malaria), see pages 631 and 633, 
Fever.—(a) Symptoms.—A paroxysm 
fever embraces 3 parts, chill, fever, and sweating. 


































; in the severest attacks ‘he temperature is 
ly high, and the disease muy be protracted for 3 





rial fever is also, like the remittent form, due to the wstivo autumnal 
parasite. It is rare in the temperate zone. The symptoms of the 
various forms are due to a more or less overwhelming toxemia. 
Three yaricties of the pernicious form are recognised: algid, coma- 

tose, and hemorrhagic. 

Algid Form.—Suiden onset of vomiting, often purging or choleri- 
form diarrhea, great prostration or symptoms of collupse, coldness, 
perhaps with no distinct chill, and a normal or even subnormal tem- 
perature, are the symptoms of the algid form. There is oliguria, 
sometimes anuria. After persisting for several days, with slight 
rises of pena patient may die from profound exhans- 
tion. - 

Comatose Form.—The disease begins abruptly, with high fever, 
and either active dejirium or a rapidly developing coma. The 
patient may perish in the attack, or more commonly regain con- 
sciousness in 12 to 24 hours. Recurrent attacks are often fatal. 

Hemorrhagic Form.—There may be cutaneous ecchymoses, epis- 
taxis, bleeding from the gums, hwmatemesis, intestinal hemorrhage, 
metrorrhagia, and hwmaturia. Jaundice is very frequent. The 

cases often begin with a severe chill, followed by high 

fever, and perhaps delirium. The urine may contain albumin and 

casts—granular, epithelial, and blood, Anuria and uremia may 

occur. Hematuria is the most common of the hemorrhagic features 

of malaria, sometimes reaching epidemic dimensions, and not infre- 

y causing death. It is mainly a hemoglobinuria (p. 697). The 

aria may be preceded by a severe chill, fever, and sweat; 

or a mild malarial paroxysm; or occur without notable fever. It 
may be intermittent; or continuous, with remissions. 

Malarial Cachexia.—In the majority of cases this condition 
is a legacy from repeated attucks of some variety of the acute malarial 














30 | yocarditis. Other complications are 
hyperpyrexia (106° to 110°), with or without de- 
great prostration, rapid and feeble pulse, and 
g-s delirium with or without 

convulsions (not Steen coma (urse- 



























malleoli, are sometimes found in the 
ease or during convalescence. ‘They may last for 
7 tees purpura, erythema nodosum, and ex- 


Differential —The cardinal symptoms of rheu- 
matic fever are the sudden onset of a polyarthritis, flitting from 
,with fever and sweats, and the rapid occurrence of 
the diagnosis is readily made, but in some in- 
stances the following affections require to be differentiated. (See 
alzo page 101. Tn children the arthritic symptoms may be very slight, 
while which is common, may in consequence of the light- 
a of the other symptoms be overlooked; and paroxysmal pain, 

thout tenderness, in the upper abdomen is ‘frequent. 

Bir Pyemia with Suppurative Arthritis.—The irregular chills 
and fever, the greater prostration, the slight jaundice, the fact that 
the joint symptoms do not shift from one articulation to another, 
and that the joint as a rule proceeds to suppuration, together with 
the finding of a purulent focus, are in favour of pyemia. The acude | 
arthritis of nursing infants (usually pywmic, or due to gonorrhmal | 
el wd repay or vaginitis) is generally limited to one joint (knee or 
i hor rapidly passes to suppuration. Acute osteomyelitis is usu- 
located in the epiphysis of the bone rather than in the joint, 
eles greater severity of both local and constitutional symptoms 
will aid in separating it from rheumatism, 

(2) Gonorrhaal Rheumatism (Arthritis).—This is frequently mon- 
articular (often involving the knee) from the beginning, the consti- 
tutional symptoms are generally not. pronounced in comparison with 
the local signs, it is very intractable, and there is a history of an 
immediately preceding gonorrhca. 

(3) Gout.—In typical cases of this disease the involyement of the 
great toe and the absence of decided fever and sweats will differen- 
tiate it from rheumatism. But when, as is not uncommon, several 
of the joints are affected, it may be very difficult to make a positive 
diagnosis. Gout usually oceurs later in life than rheumatic fever, 
and tophi may be found. 




















; spol whis- 
Biri groos dattoctabex ak te Gas tae 
z of the bronchi. 





very slight or entirely absent in old persons 

. I have seen cases of intense pneumonic 
‘4 temperature not exceeding 100°, In a few cases the 
¢ e 3d day. The termination may be by lysis, espe- 
cally n children and in delayed resolution the febrile movement 
may last for weeks. A pseudo-crisis 2 or 3 days previous to the final 
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74 DIAGNOSIS, DIRECT AND 


fall is not uncommon. A rise just before and just after the tre 
crisis (precritical and post-critical) is occasionally seen. 

(3) Cough and expectoration are not seldom absent or very slight 
in infants, old people, topers, and those already ill with some scale 
infectious, or serious chronic, illness. If violent cough persists afie™ 
the crisis, a plenral effusion is to be suspected. The spate mal 
bright-red, rusty, bright yellow, or, in adynamic and typhoid cases, = 
a dark-brown colour (prune-juice). It is always very glutinous 
clinging. Haemoptysis is an uncommon early event, 

(4) Pain is absent if the pleura is not involved, as in pnenmonis 4 
affecting only the centre of the lung, and is absent or slight in apioal 7 
consolidation. In children the pain is almost always referred to the 
abdomen, Abdominal and epigastric pain is not rare in adults, often 
exceptionally severe, and is gonerally due to involvement of the dis 
phragmatic pleura in pnenmonia of the lower lobes. 

(5) Tympanites is not uncommon, and may be so excessive, in 
conjunction with abdominal pain, as to suggest peritonitis or 
dicitis, The spleen is generally awollon, occasionally also the rer. 

(6) The pulse in severe cases may be dicrotic; or mall and rapid; 
or fall bat soft (“gaseous”), and followed by serious cardiac weak- 
ness. Becanse of the obstruction to the pulmonary circulation the 
right heart may have an excessive amount of work thrown upen it, 
and the character of the pulse is no indication of the manner in 
which the right ventricle is standing the strain. A better criterion 
is the character of the pulmonary second sound. If this is accentu- 
ated the lesser circulation is being maintained ; a disappearance or 
weakening of this sound ia significant of right heart weakness and 
dilatation. An absent loucocytosis, if persistent, is a bad prognostic 
omen, except in very mild cases. 

(7) Symptoms referable to the nervous system are common. In 
children convulsions frequently initiate the disease; and, also asa 
ally in children, the symptoms may closely resemble those of menin- 
gitis and the pneumonia be undiscovered, Delirium occurs in the 
adynamic cases and may be active or maniacal, especially in drunk- 
ards. Deafness, not dependent on otitis, is not infrequent. 

Curstcan Varteties or Pyevaonta.—The variations which are 
of more or less clinical importance depend in part upon the location 
and extent of the pulmonary lesions, but mainly upon differences in 
the virulence of the infective agent and the resisting power of the 
individual. 

(1) Preumococcus Toxemia (or Septicemia)—Under this heading 
are embraced the cases which have been called adynamic, low, or 
typhoid pneumonia. The clinical picture is that of a more or less 
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e ration prune-juice or very bloody, the fever may or ma 
not be high, and subsultus and carphologia may be present. The 
een is often palpable, and nausea, vomiting, tympanites, and occa- 
diarrhea may be present. This form of the disease may be 
d on umococcus plus streptococcus). It occurs 
l drunkards and persons debilitated from previous dis- 
re cases are those in which the toxemia is so sudden and 
that death may occur in from 24 to 48 hours. 
ent Pneumonia.—The characteristic aymptoms are hidden 
‘may be altogether absent. The pulse is weak, not neces- 
and the p ion ratio may deviate little, if at 
a the normal. Cough and expectoration may be absent. 
may be delirium. In spite of the paucity of symptoms there 
‘some points which will lead to an exploration of the chest: 
age or chronic alcoholism. 2. A curious and at first inexpli- 
muscular weakness. 3. Patient inspection discloses a trifling 
mnt of dyspnea, manifested by an abnormal increase of respi- 
ration after moderate exertion such as turning in bed, or slight 
breathlessness in talking. 4. A trace of cyanosis in the lips and 


“nails. 
(3) Abortive (or Larval) Form.—Cases of pneumonia are encoun- 
tered whose duration is 80 short that they deserve the term abortive. 















ease there was unmistakable consolidation within 12 hours after its 
onset, and defervescence took place at the end of 48 hours (Chart 1, 
page 7). ‘The termination is by a rapid crisis. 
(4) Obstructive Form.—This term was popularized by A. H. Smith. 
Tt is applied to cases in which there is great obstruction to the pas- 
sage of blood through the lungs, arising from the extent of the con- 
solidation or from the existence of intense pulmonary congestion, 
. with more or less edema. Unusual strain is thus put upon the 
right ventricle, which is unable to propel the blood with normal 
velocity through the pulmonary circulation. The right auricle and 
yeniricle are overdistended, while the aorta and ita branches are 
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Modified by Age-—In the old the divoao ia 
chill, and with slight cough or expectoration. 
n is notable, while the physical signs are 


ng children the cerebral symptoms are often 
convulsion is not uncommon, and may be fol- 
Pneumonia of the apex is more frequent 
rasty sputum i ia seldom seen. 

























rile is occasionally heard. It subsides either with or without treat- 
ment in 12 to 24 hours. It is very apt to come on at night, and to 
mbside by morning. _ There may be a recurrence on 1 or 2 subse- 
peste _ As this condition is undistinguishable from the first 


stage of p physician frequently receives praise to which 
he is not entitled. 
AnD RecunreNnces.—(1) Delayed 


Terminations, RELApsEs, 

Resolution—It is well known that in many cases the physical signs 
of consolidation persist for a varying period, even for 2 or 3 weeks, 
with normal or nearly normal pulse, respiration, and temperature. 
aloe not come under this heading. The delayed resolution 
may follow an apparently typical frank pneumonia, but is more com- 
monly a sequel to the septicwmic, latent, or incomplete forms. It is 
attended by a remittent, almost suppurative, temperature curve; not, 
however, with such wide excursions as may attend the latter. The 
pulse and respiration remain unduly rapid, 8 or 10 weeks elapsing 
before resolution is complete. 

(2) Abscess, gangrene, and chronic interstitial pneumonia are rare 
terminations. (3) Recurrences are common; 3d or 4th attacks are 
not infrequent; and cases have been reported in which the recur- 
renees numbered from 8 to 10 or more. (4) Jelapsex are rare, and 
the cases in which, after the temperature has been normal for 1 or 
2 days, an apparent 2d attack runs ita course, are probably instances 
of an irregular delayed resolution (Osten). 

‘Compricarions.—(1) Pleurisy and Empyema.—Aside from the 
common inflammation of that portion of the pleura which covers the 
surface of a consolidated area, there are cases in which the pleurisy 
is so severe and extensive that it rivals or surpasses the pneumonic 
olement—pleuro-pneumonia. The effusion may be large, and is 
unusually rich in fibrin. Not infrequently the fluid is purulent, 
even though the pneumonia has been slight. 

‘As pleurisy, serous or purulent, is by no means a rare sequel of 
pneumonia, and is not seldom overlooked, the possibility of its oceur- 
rence during convalescence should be borne in mind. A slight, per- 
sistent, and irregular rise of temperature, after it has been normal 
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polar al the presence of fluid. 
‘Simulated by Lobar Pneumonia.—(1) Gasfro- 
intestinal Disturbance—A routine examination of the chest in chil- 


dren will do away with any mistake of this kind. 
(2) Delirium Tremens.—Make a routine examination of the chest. 
(3) Meningitis —Usually as in (1) preceding. If, however, the 
is complicated by meningitis, the symptoms of the latter 
usually occur at the height, or toward the end, of the disease, whereas 
the simulated meningeal symptoms are present from the onset. In 
true meningitis the presence of marked cervical retraction, Kernig’s 
sign (page 300), exaggerated reflexes, hypermsthesia, strabismus, paral- 
ysis and other pressure signs, and perhaps lumbar puncture will 
serve to determine its existence. 
(4) Corebro-spinat Fever.—See page 753. 
Gee, Typhoid Fever—In pneumonia with rapid supervention of 
of the typhoid status, a differential diagnosis may be 
vite impossible if the ease is not seen from the outset, unless the rose 
spots appear, or a positive Widal reaction is obtained. 

Proosxosis or Lonar Preumonts.—The disease is very fatal in 
drankards, and in people of 60 years or over (60 to 80 per cent). 
The younger the patient (except in infants under | year) the better 
the prognosis. Meningitis asa complication is always fatal ; endocar- 
ditis adds much to the gravity. Toxemic or septicwmic (“typhoid ”) 
symptoms are especially unfavourable, so also are hyperpyrexia (105° 
or over), great dyspnava, marked cyanosis, rapid spread of consolida- 
tion from one lobe to another, or involvement of both lungs, and 
steadily increasing rapidity and weakness of the heart with pulmo- 
nary a:dema. 

XXVII. TUBERCULOSIS 
IL. Acure Generar (Disseminaren) TusERcULosIS 


Acute miliary tuberculosis results in many cases from the rupture 
into « vein of a tuberculons nodule, after which the bacilli are carried 
by the blood stream to various organs of the body. Whatever its 
origin, the condition is usually at first an acute generalized infection, 
and may so remain; but later in its course the infection may be pro- 
dominantly localized either in the meninges (most common) or the 
lunge; or it may be thus localized from the onset. Three varieties 
are recognised, as follows : 

General or Typhoid Form.—(1) Symptoms.—The general 
symptoms are those of an infectious disease without localizing symp- 
toms, closely resembling typhoid fever. Maluise, weakness, chillinesa, 
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hysical signs, which are those of a bronchitis of 
The percussion note is usually normal or hyper 


lly over the front of the chest. If old tuberculoas 


umonic patches are present, especially in children, 


ht dulness at the bases, On auscultation, fine or 
or moist riiles are heard, and occasionally fine, soft pleural 


sounds. The respiration may be either weak or 
areas of localized dulness, if such be present. The 
n the very acute cases. The pulse is rapid and 


‘1 ver runs from 102° to 103°. The duration of the 
varies, according to its intensity, from 10 or 12 days to weeks 


























i Cnronto PubMonary Purses 


The neat of chron phthisi is gradual, except in the few cases, 
proviously described, of ‘Mtniliary tuberculosis with pulmonary 
localization, or acute pulmonary phthisis, which become protracted 
sand merge into the chronic form. Owing to the immense thera- 
peutic value of an carly diagnosis it is best to describe the disease as 
in two stages, viz., initial or incipient, and advanced. 

Incipient Phthisis.—(1) Symptoms.—In the majority of cases, 
there is a gradually increasing sense of languor or weakness, with 
some loss of flesh and pallor of the face, unaccustomed shortness of 
breath on slight exertion, chilly feelings, loss of appetite, perhaps 
some pleuritic pain, and digestive disturbance. Then slight fever 
and moderate night sweats may oceur. There may or may not be 
slight cough and expectoration, and physical examination of the 
chest may be either practically negative or reveal signs of disease 
which are just sufficiently marked to be recognisable. 

‘The onset and manner of invasion may vary. The initial symp- 
tom in many instances is an hemoptysis, an occurrence which should 
be considered indicative of tuberculosis unless subsequently proved 

to be otherwise, with which physical signs may coexist or, perhaps, 
not become manifest for weeks or months after. (astro-intestinal 
aymptoma, such as epigastric distross, acidity, cructations, flatulence, 
or vomiting, may be so prominent as to overshadow the pulmonary 
disease. The gastric disturbances are sometimes associated with 
anamia and its symptoms in the young. Such cases are very com- 
mon and are often misdiagnosed. A regularly fntermittent fever, 
with chills and sweats, is not uncommon, and frequently leads to a 
mistaken initial diagnosis of malaria. Pleurisy with effusion, or a 
dry pleurisy at one apex, occur not infrequently as early symptoms, 
followed at varying intervals by evidence of pulmonary inyolyement. 
Most commonly bronchitis, following exposure, and oceurring in per- 
sons who have catarrh of the nasopharynx or who have suffered 
from repeated colds, initiates the disease. The cough continues and 
the physical signs of a localized bronchitis at one apex are found. 
Tn some instances the presence of fuberculows lymph glands antedates 
the pulmonary disease, which is often latent. In other cases the 
earliest symptoms relate to the larynx. Finally, the disease may be 
latent and progress even to cavity formation before the occurrence 
of symptoms (perhaps hemoptysis) sufficiently marked to attract 
attention; or it may be quite overshadowed by the presence of grave 
disease elsewhere. 
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dicates 

determined at the end of inspiration. Dulness of a “ wooden” qual- 
ity usually indicates extensive fibrosis of the lung. Absolute flatness 
with retraction of the chest signifies a thickened pleura and wide- 
consolidation, or, if the intercostal spaces are bulging and 
motionless, a large pleural effusion, A tympanitic or dull tympanitie 
note over the upper part of the lung may be due either to a superti- 
cial cavity, or to an area of consolidation reaching from the cheat 
wall to the main bronchi. In miliary tuberculosis, or numerous 
minute spots of consolidation, or a large number of small cavities, 
the percussion note may be nearly normal. Myoidema (page 552) 
may be observed. 

Auseultation shows the presence of pleural or pleuro-pericardial 
friction sounds. According to the amount of consolidation, the 
breath sounds yary from prolonged expiration, through broncho- 
vesicular up to tubular or bronchial breathing. Jerking or “cog- 
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sputum for bacilli should be made. The presence of localized moist 
a soot gemeied one apex, especially if conjoined with slight 

or proli expiration, with or with- 
Bm onc pn in the vast majority of cases decide for 
tuberculosis. So also with the discovery of « dry pleurisy at one or 
the other apex. perioey be remembered that while the disease 
usually starts in the apices, especially the right, it may first appear 
in the lower lobes or any other part of the lung. 

(1) Apical Catarrh.—Rarely there is a non-tuberculous catarrh of 
one apex evidenced by fine moist riles, mucous sputum, and slight 

_ fever, which passes away in a few weeks, repeated examinations fail- 
ing to reveal tubercle bacilli. The diagnosis of this condition should 
be made with the greatest caution. 

(2) Bronchiectasis—The chronic cough of bronchitis and the 
physical signs of cavity (caused by dilatation of the bronchial tubes) 
may be mistaken for those of chronic tuberculosis, but as the error 
can arise only in the later stages of phthisis, the discrimination is 
readily made by finding the bacilli in the sputum. 

Prognosis of Chronic Phthisis.—In the carliest stages, 
with proper care, the outlook is not unpromising; in advanced cases, 
almost hopeless. Unfavourable symptoms are anorexia, rapid pulse, 
persistent high fever, steady loss of weight, and chronic diarrhma. 
Such complications as involvement of the larnyx, pyopneumothorax, 
tubsrculons meningitis, and amyloid disease are usually forerunners 
of the end. 

TY. Fisrorp Paruisis 

In certain cases of chronic phthisis there is an extensive forma- 
tion of fibrous tissue in one apex or one lung. When fully developed 
the clinical condition is practically the same as in chronic interstitial 
pneumonia (7.v.), from which fibroid phthisis can be distinguished 
only by the finding of tubercle bacilli in the sputum. The affected 
side is retracted and shrunken, the spine is laterally curved, and the 
shoulder of the same side prominent. The expansion is poor or ab- 
eent ; the percussion note dull and characteristically wooden ; the heart 
is uncovered (if the left lung is affected) or drawn to the right; the 
breathing at the base is weak, absent, or distant bronchial, perhaps 
with rales of all sizes; the vocal fremitus is diminished. The dura- 
tion of the disease varies from 10 to 20 years, or longer. 


V. Tusercutosis or THe Szxovs MEMBRANES 
. The signs and symptoms of tuberculosis of the pleura and the 
pericardium are the same as those of pleurisy (g.v.) or pericarditis 
(g- 2.) from other causes. 








peritonitis, 
but the more rapid progress of the former and the finding of malig- 
nant disease (especially visceral) will aid in differentiation. Acute 
tuberculons cases can not be distinguished from ordinary acute peri- 
tonitis, or in some instances from enteritis or strangulated hernia. 
‘Those with slow onset, abdominal tenderness, meteorism, and con- 
tinned low fever can not be differentiated from typhoid fever except 
by the Widal test, rose spots, or lapse of time. The tuberculin test 
in all these easos may be of service. 

Wnder favourable conditions (cwliotomy?) and se and 
ascitic cases the prognosis is better than was formerly supposed. 


VI. Tunxrcutosrs OF THE GENITO-URINARY ORGANS 


1. Tuberculosis of the Kidney.—This is more common in 
men than in women (3 to 1), and in mid-life. 

(1) Symptoms.—The clinical manifestations are those of a pye- 
litis. There is frequent urination, pain or discomfort over one or 
both loins, with tenderness, and palpable, though rarely very marked, 
symmetrical t of one or both kidneys. The urine is acid 
and contains pus, albumin, epithelium, occasionally small caseous 
particles, and tubercle bacilli. Hwmaturia may occur. In advanced 
cases, and especially when both kidneys are involved, chills, sweats, | 
irregular fever, and progressive emaciation ensue. ! 

(2) Diagnosis.—Tuberculous pyelitis, evidenced by pyuria, may | 
exist for many years without cansing much discomfort. The diag- | 
nosis of a renal tuberculosis depends (in addition to the symp- | 
toms just described) upon the discovery of tuberculous disease | 
elsewhere (especially in the testis), and of tubercle bacilli in the 
urine. Ureteral catheterization, when practicable, will determine 
whether one or both kidneys are involved. The tuberculin test is 
helpful. 

(3) Prognosis.—Usually but not invariably fatal in from one to 
three years after a diagnosis has been made. Many recoveries have 
occurred after nephrectomy when but one kidney is diseased. 

IL Tuberculosis of Ureter, Bladder, and Prostate 
Gland.—Usually secondary to renal tuberculosis. The symptoms 
are those of a chronic cystitis without apparent cause. For the 
urinary characters see page 712. There is apt to be persistent 
fever and progressive loss of flesh in well-developed cases. The kid- 
neys and testes should be carefully examined, and the absence of a 
vesical caloulus assured. If the prostate is involved, there is extreme 
irritability of the bladder, hard nodules may be felt by rectal exam- 
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toalp, ear, or lips, conjunctivitis or keratitis, or known tuberculous 
disease elsewhere. 

‘Tuberculosis of the Tracheo-bronchial Glands. —Usually 
ooours in children and, in the majority of cases, pulmonary tuberculo- 
sis coexists, although the glands alone may be involved. 

(1) Symptoms.—These are mainly mechanical and arise from the 
pressure exerted when the mass of diseased glands becomes sufficiently 
large—i. e., constitutes a mediastinal tumour, From pressure on the 
recurrent laryngeal nerve arises a paroxysmal cough; and dyspnoa, 
also paroxyamal, which may be either croupy or asthmatic in char- 
acter. Pressure on the superior vena cava causes cyanosis, puffiness, 
or cedema of the face. Distinct physical signs are not common, 
Anteriorly there may be dulness over the first piece of the sternam ; 
or posteriorly on either side of the spine from the 2d to the 5th dorsal 
vertebra. The mass of glands may transmit the breath sounds from 
the trachea and bronchi with such intensity that they resemble those 
heard over a cavity, viz., bronchial, cavernous, or amphoric respira- 
tion, A suppurating gland may rupture into a bronchus, and a con- 
siderable quantity of pus, blood, and cheesy matter may be suddenly 


(2) Diagnosis.—The occurrence of paroxysmal cough and dysp- 
nea, with swelling of the face,in a child who is suffering from phthi- 
sia or other form of tuberculosis, enables a diagnosis. In the absence 
of evidences of tuberculosis elsewhere it may be impossible to say 
that the cough and dyspnea are due to tuberculous bronchial glands. 
The physical signs per se are not reliable. 

Tuberculosis of the Mesenteric Glands.—Generally these 
glands are involved secondarily to intestinal tuberculosis, but the 
infection may be primary. In children the glandular disease may 
greatly predominate over the intestinal lesions (fabes mesenterica), 
In this there is a chronic diarrhea, the stools are fluid and offen- 
sive, the abdomen is swollen and tympanitic, and if the flatulent dis- 
tention can be relieved, the enlarged glands may be felt as small, 
firm, rounded, somewhat movable tumours, most commonly lying near 
the navel or in the right iliac fossa. There is moderate fever, marked 
anemia, and great emaciation. Tuberculous peritonitis is a common 
coexistent lesion. 


VOL Toserccrosis or tHe Animentary CANAL 


Tuberculosis of any portion of the alimentary canal except the 
intestines is rare. ‘Tuberculous ulcers—sharply defined, irregular, 
indurated base, with yellowish floor, not inclined to bleed—are met 
with on the lips (very rare); on the tongue, in which case, in contra- 


= 








; rien ey 

pail Cc patio loee ws anecSCt 
ind positive. ‘The reaction reaches its maxi- 
fades out slowly, ultimately leaving no trace, 
Moro, the inunction of a 50 per cent tuber- 
advantages, and is more uncertain, — ; 
ding in diagnostic importance age. 
other tuberculin tests, and under the age of 16 is 
20 to 90 per cent. of apparently healthy adults 

only yaluable in confirming the diagnosis 
‘is prompt and intensive. A negative result after 
e in excluding tuberculosis. 
jun i Tuberculin Test.—A single drop of a 1 per cent 
Id, or a 0.5 per cent solution of precipitated, tuberculin, 


































—In from 6 to 12 weeks from the | : 
‘mild (101°) and continuous; or it may be re- 
tinctly intermittent. here is weakness, head- 

and general aching, often with a reddened and 

with a sallow or slightly yellowish tint of the 
ia) is present and may develop quite rapidly. 

1] over the body may become somewhat en- 
Skin eruptions appear, first and most 

(roseolar) syphilide, reddish-brown “ cop- 

newnine eapecially upon the anterior aspect of the 

and remaining for one or two weeks. Tt may 
veri This rash when seated in the nose and 



































‘necrosed and the root of the nose | 
sallow, and usually first about the mouth, arms, 
eczomatous, macular, or papular syphilides 
angles of the mouth become characteristically 
é ulcerated. Mopecia, ulcerations of the skin 
«+ hope enlargement of the spleen (of diagnostic 
: e of the liver (not significant), slight evulingia of 
and rarely subentaneous and mucousmembrane 
nay occur. The child cries, becomes peevish, sleep- 

apeuanlh ata. 
_ (3) Late Symptoms.—In cases which recover from the early mani- 
festations, the late symptoms may appear either at the second denti- 
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ary anne enlarged, distinctly lobulated, and 
; a a a ORE Pd 
y impaired, the diseuse is probably syphilitie. ‘The 
iodide) is helpful. 

An enlarged amyloid liver with irregular gummata closely simu- 
lates cancer of the liver, but in the latter ascites and jaundice are 
rare; there is marked eachexia; there is often a softening or depres- 
sion in the centres of the nodules; usually a history of a primary 
malignant growth in the breast, stomach, intestines, or uterus, and it 
is found asa rule only after 40 years of age. 

Syphilis of the Rectum.—Ocours most commonly in women, and 





chronic dysentery. In addition to the history or presence of other 
Bee MP Ett Ile disgnonca depends upon a rectal examination 
which reveals a firm fibrous ring, differing materially from the cra- ; 
teriform ulcer of rectal cancer. | 
Syphilis of the Heart.—This occurs in the form of gummata or 
chronic fibrosis, or both. 

Symptoms.—A vense of oppression, palpitation, and extreme irreg- 
nlarity of the heart action, dyspnea, and precordial pain or angi- 
nal attacks, occurring in a patient who is known to be the eub- 
ject of tertiary syphilis, may enable at least a probable diagnosis of 
cardiac syphilis. Sudden death occurs in 33 per cent of these cases. 

Syphilis of the Arteries.—Endarteritis and periarteritis may play 
animportant part in the production of arteriosclerosis (q. v.), aneu- 
rism (g.v.), and paralytic dementia. 

Syphilis of the Kidneys.—The usual manifestation of renal syph- 
ilis assumes the form of amyloid degeneration of the kidneys (q. v.). 

Syphilis of the Testicles—This may appear in two forms: a uni- 
form or irregular painless atrophy of the testicles, usually involving 
oné more than the other, and gummata of the testicles. As compared 
with tuberculosis of the testicle, syphilitic orchitis presents nodules 
mainly in the body of tho testis, the epididymis usually escaping, and 
there ia no tendency to ulceration. Malignant disease of the testicle 
develops more rapidly, is painful, and may ulcerate. 

Iv. of Syphilis.—The tendency to concealment on 
the part of the patient is to be remembered. When endeavouring to 
ascertain the oxistence of 4 previous syphilitic infection, the result 
of which may explain the present condition, the following points are 
to be determined : 































is present, the testes are greatly swollen 
Ip | to suppuration. 
Prognosis.—Acute cases die; chronic cuses have a mortality of 


50 per cent. 
XXXII. ACTINOMYCOSIS 
A chronic disease, mainly of animals, occasionally of man, caused 
by the ray fungus (Streplothrix actinomyces). 
Symptoms.—(1) Actinomycosis of Mouth and Jaw.—The lower 
jaw is enlarged, or the side of the face is swollen, or an abscess forms 
at the angle of the jaw and discharges pus, which contains the 


(2) Pulmonary Actinomycosts—The symptoms are those of a 
putrid bronchitis (7. v.), pulmonary abscess (g. v.), or a chronic tuber- 
culosis, with irregular fever, and offensive sputum; or an empyema 
(g.v.) may result. 

(3) Cerebral Actinomycosts.—This is rare. The symptoms are 
those of brain tumour (¢. v.) or cerebral abscess (q. v.). 

(4) Intestinal Actinomycosis.—Gastric disturbance, diarrhma, lo- 
ealized pain or tenderness ; or symptoms of secondary hepatic abscess 
(g. v.), perforation peritonitis (q.v.), pericwcal abscess or appendicitis 
(g. v.), may result. 

Diagnosis,—To be made only by the discovery of the parasite 
in the sputum or pus. 

XXXII. LEPROSY 


A chronic disease caused by the Bacillus leprae. There are two 
clinical yarieties, which, however, may coexist in the same person. 
The period of incubation is usually from 3 to 5 years, 

Symptoms.—(1) Zubercular Leprosy.—In the ewrly stage there 
are slightly elevated, hyperwsthetic patches of erythema, usually on 
the face, arms, and knees. he patches generally become pigmented ; 
rarely white and anesthetic. At a later period somewhat tender 
nodules of varying size form, at first especially on the face, hunds, 
and feet, with thickening, induration, and scaliness of the skin. ‘The 
nodules may break down and form ulcers, which, healing, give rise 
to deforming cicatrices. The eyelashes and eyebrows fall out. 
Owing to involyement of the mucous membrane of the mouth, 
throat, and larynx, ozena, cough, dyspnma, hoarseness, or aphonia 
nay result; blindness may ensue from keratitis by extension from 
an affected conjunctiva. 

(2) Anesthetic Leprosy.—There are at first nerve pains and areas 
of hyperwsthesia or numbness. Later there are patches of anws- 
thesia, which may be whitish or scaly, preceded or not by macule, 
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XXXVI. MOUNTAIN FEVER AND MOUNTAIN 
by SICKNESS 


‘The cases described as mountain fever are for the most part 
typhoid fever; perhaps more rarely lobar pneumonia (Gunnin). 

The symptoms of mountain sickness—due to rarefied air—are 
severe headache, vertigo, dry throat, excessive thirst, intense dyspnona, 
ssnoroxia, nausea and vomiting (occasional), and profound weakness. 


XXXVIIL EPHEMERAL FEVER—FEBRICULA 
(Simple Continued Fever) 

‘These terms are applied to a brief fever, without discoverable 
Tocal lesions, and depending upon various and oftentimes undeter- 
amined causes. If the elevated temperature lasts for not more than 
24 hours it isan ephemeral fevor ; if for from 3 to 6 days it is spoken 
of as febricula or simple continued fever. 

Symptoms.—The onset is usually abrupt, but is sometimes pre- 
ceded by malaise. The temperature runs from 101° to 103°, in 
children perhaps to 104° or 105°. There are headache, flushed face, 
anorexia, furring of the tongue, constipation, and in children rest- 
Jessness, and occasionally drowsiness and nocturnal delirium. In 
infants and young children there may be a convulsion. The urine 
fis scanty and high-coloured. Herpes labialis is common. The fever 
terminates by an abrupt crisis in from 1 to 6 days, often with free 
sweating and an increased flow of urine. 

Causes.—By far the most common example of the febrile states 
grouped under this heading is the one-night fever of infants due to 
an acute indigestion or gastro-intestinal catarrh. Other examples 
mre the unrecognised or abortive forms of typhoid fever, scarlet 
fever, measles, rheumatism, pneumonia, or tonsilitis ; intestinal auto- 
intoxication by ptomaines; inhalation of noisome vapours from de- 
composing material (sewer gas, offensive autopsies); and exposure to 
the sun, or excessive muscular fatigue. 

Diagnosis.—It is doubtless « fact that the term febricula consti- 
‘tutes in one sense a confession of ignorance, and that the frequency 
with which the diagnosis of this fever is made is in inverse ratio to 
the diagnostic thoronghness and acumen of the observer. When a 
careful search fails to reveal the rashes of the exanthemata, or evi- 
‘dience of tonsilitis, pneumonia, or other local cause of fever, and the 
elevation of temperature disappears in from 1 to 6 days without the 
clevelopment of the symptoms which characterize any other recog: 
mised disease, the diagnosis of febricula is justified, 








en vey Sr retropharyngeal abscess, and hemorrhagic 
ephritis have occurred. The carotid lymph-glands are most com- 
posit sardaaethete a ae postcervical, axillary, and 
and occasionally the tracheo-bronchial (chest-pains and 
poesia and mesenteric glands. Both spleen and liver 
ay be enlarged. ‘The prognosis is favourable, 
XLII MILK-SICKNESS 

An infections disease of cattle (“trembles”) communicated to 
aan by the ingestion of the milk or flesh of diseased animals. 

‘The prodromal symptoms are malaise, headache, 
nd anorexia. In a few days there ensue burning pain in the stom- 
ch, nansea and vomiting, excessive thirst, and obstinate constipation. 
the breath has a characteristic foul odour, the tongue is swollen and 
remulous; and in severe cases there may be restlessness, hebetude, 
oma, or convulsions, with the development of the typhoid status 
nd an ultimate fatal result. Slight fever is usually present, but 
nay be lacking. The duration of the disease varies from 3 days to 
| or & weeks, with an average of 10 days. Recovery is the rule, but 
n the grave acute cases death may oceur in 3 days. 


XLII. MILIARY FEVER (SWEATING SICKNESS) 


‘This disease (of unknown origin) occurs at present only in Europe. 

‘n mild cases the symptoms are slight fever, anorexia, epigastric 

|, drenching sweats, and on the 3d or 4th day an outbreak 

miliary senile, which burst and are followed by a scaly desquama- 

ion, In severe cases with an intense type of infection there are in 

tddition high fever, delirium, hemorrhages, and extreme prostration, 
wr fatal collapse. The mortality is 7 or 8 per cent. 


XLIV. FOOT AND MOUTH DISEASE 
This disease, known in man as epidemic stomatitis or aphthous 
‘ever, isan acute infection—origin unknown—of cattle, sheep, and 
vigs. It may be communicated to man by the ingestion of milk, but- 
‘er, or cheese from diseased cattle, or by direct inoculation. 

—After an incubation period of from 3 to 5 days 
here are chilliness, fever, digestive disturbances, and the appearance 
if a vesicular eruption upon the lips, the inside of the cheeks, and 
the pharynx. The mouth and throat are hot and reddened, and 
livation is present. There may be, particularly in children, a 
niliary or pustular eruption on the skin, especially of the hands. In 
the severe cases hemorrhages may occur. The duration of the dis- 
tase is about 1 week. The prognosis is usually favourable, but in 
me epidemic the mortality was 8 per cent. 














lisposing conditions are uncleanliness of ieapuitenilct feeding 
atensils, and cachectic or diseased states in general, in adults as 
well as children. 

(6) Symptoms.—Small, slightly elevated, pearly white or curdlike 
spots are seen, first upon the tongue, which increase in size and may 
coalesce. Subsequently the patches spread to the lips, cheeks, and 
hard palate, perhaps invading the tonsils, pharynx, and 
ind in extreme cases lining the entire cavity of the mouth and 
throat. The patches can readily be remoyed, in the majority of 
eee ee ee con anecabcana or. sass it to 
_ (e) Diagnosis.—Microscopical examination of a bit of the mem- 
brane shows the branching filaments, with their spore-bearing ends, 
of the causative organism, This disease may be confounded with 
aphthous stomatitis; but aside from the microscopical examination, 
the latter may be recognised by its distinct red-bordered ulcers, 
usually few in number and very painful; nor can the grayish base 
of the ulcer be removed except with difficulty and not without 
bleeding. 

VY. Gangrenous Stomatitis.—(«) Causes—Oancrum oris or 
noma is a rare disease, affecting children of from 2 to 5 years of age, 
and occurring usually during convalescence from the acute fevers. 
More than fifty per cent of the cases follow measles, less frequently 
it oceurs after typhoid fever, scarlet fever, variola, and whooping 
cough. Debilitated and cachectic states also predispose. The excit- 
ing cause is probably a yet unknown micro-organism. 

(2) Symptoms.—The disease begins as an irregular, dark, slough- 
ing ulcer, usually on the inside of one cheek, more rarely on the 
gum. The process spreads rapidly, the cheek becomes swollen and 
brawny, and externally red and glazed ; and later by extension of the 
éloughing shows a dark, gangrenous spot. The cheek may be per- 
forated, and the disease may involve the jaw bones, tongue, chin, and 
even the eyelids and ears. The breath is intolerably offensive. The 
disease always remains unilateral. The constitutional symptoms are 
necessarily severe. There is great prostration, fever (103° to 104°), 
tapid pulse, delirium, and diarrhwa. Septic pneumonia (by inhala- 
tion) is common, and gangrene of the external genitalia (in female 
children) and colitis may occur. 

The duration of the disease varies from 7 to 14 days, rarely longer, 
and it almost invariably has a fatal termination. 
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SMR assed wisn scsnding ok the patting ok 
coalescing with cach other to give a maplike appearance—the geo- 
graphical tongue. The patches may burn and itch, The condition 
may be transient, but is usually chronic or recurrent. 

IIL. Leucoplakia Buccalis.—Smooth, white or pearly patches 
of thickened epidermis appear on the sides of the tongue, and simi- 
lar spots may be found on the mucous membrane of the cheeks. 
They do not ulcerate, but may furnish the starting point of an epi- 
thelioma. The disease is chronic and intractable. 


tll, DISEASES OF THE SALIVARY GLANDS 

I. Ptyalism or Salivation.—See page 238. 

Il. Xerostomia.—The salivary and buccal secretions cease, the 
mucous membrane of the buceal cavity, palate, and tongue becomes 
dry, red, and glazed, and cracks may be visible on the surface of the 
tongue. Chewing, swallowing, and speaking are difficult. “Dry 
mouth ” oceurs usually in neurotic or hysterical women, or follows a 
shock or fright, or in some instances may be due to a central lesion. 
Usually recovered from, but may prove intractable. 

ILL. Symptomatic (Suppurative) Parotitis.—Acute swelling 
and inflammation tending to suppuration, and occurring in the course 
of certain acute specific infections, especially typhoid fever, leas fre- 
quently scarlet fever, typhus fever, pneumonia, pywmia, erysipelas, 
and secondary syphilis. More rarely it arises in connection with 
various diseases or injuries of the abdomen and pelyis. When oceur- 
ring in febrile diseases it constitutes a bad prognostic omen. 

IV. Chronic Parotitis.—A persistent, perhaps tender, enlarge- 
ment of the parotid gland may follow mumps, or succeed mercurial 
or lead poisoning, or oceur in the course of chronic nephritis ana 
syphilis. 

Y. Epidemic Parotitis.—See page 75%. 

VI. Gaseous Tumours of the parotid gland or its duct—A 
tumour in the course of Steno’s duct, which may contain air, saliva, 
and pus, and reach the size of a walnut or an egg; or, very rarely, 
multiple small, crepitating tumours of the parotid gland may be 
encountered in players on wind instruments and in glass-blowers, 





IV. DISEASES OF THE PHARYNX 
(See nilso pages 252 to 254.) 
I. Disturbances of the Circulation.—Hypermmia, evidenced 
by a dusky reddened tint of the mucosa, with unusual visibility of the 
veins, is frequent in smokers, and is a part of naso-pharyngeal ca- 


tarrh. Distended veins may be due also to cardiac valvular disease, 
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DISEASES OF TONSILS AND ESOPHAGUS S41 
“volvement of the E orifice, and impairment of taste and 


+ 

If the obstruction is allowed to continue the face assumes a dull 
and stupid expression, the mouth remains permanently open, the 
nose becomes stall and its orifices contracted, the lips thicken, the 
jaws project, the hard palate is arched and narrowed, and the yoice 
has a nasal quality. The chest may become barrel-shaped in conse- 
quence of repeated asthmatic attacks, or more commonly presents 
the deformity known as pigeon breast or funnel chest. Headache is 
frequent, wetting the bed is a’ not uncommon occurrence, and habit- 
spasm may coexist. The child becomes listless, stupid, and inatten- 
tive ieee? forgets readily, and is apoor student. The digestion 

is impaired, there is a tendency to follicular tonsilitis and a marked 
linbility to diphtheria. 

(2) Diagnosis—In « well-marked case the facies is characteristic. 
The enlarged faucial tonsils can be readily seen. T.R. French says 
thut, in children, their presence is always a proof of the existence of 
pharyngeal adenoids. The flat or grapelike vegetations may, of 
course, be palpated. 

VI. DISEASES OF THE ESOPHAGUS 
(Por methods of examination, see pages 480, 481) 

I. Acute Esophagitis,—(«) Causes.—Corrosive poisons, hot 
fluids, foreign bodies; occurs rarely in typhoid fever, pneumonia, 
smallpox, diphtheria, pywmia, and thrush, and in connection with 
cancer of, or near, the esophagus. 

(2) Symptoms.—The main indication is substernal pain, often 
intense, on swallowing. The pain may be dull and continuous. If 
an obstructing foreign body is present there may be spasm, with 
regurgitation of food, blood, and pus. The passage of a sound is 
painful. 

Tl. Uleeration of the Esophagus.—This may oceur in ea- 
chectic states, typhoid fever, and cancerous disease, Perforation 
of an ulcer in the upper portion of the esophagus causes a brawny 
swelling of the tissues at the root of the neck and in the supraclayic- 
ular space. 

IIL Spasm of the Esophagus.—Occurs in hysteria, hypo- 
chondriasis, epilepsy, chorea, and above all hydrophobia. 

Tt is indicated by an inability to swallow solid food, although 
with rare exceptions fluids can be taken. That the obstruction is 
spasmodic, and not organic, may be inferred from its occurrence in 
neurotic young persons or elderly hypochondriacs, and confirmed by 
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tho passage of the tube, which may be temporarily arrested at the 
site of spasm, but after a moment of waiting will slip past the 
apparent obstruction. In middle-aged or old people great caution 
should be exercised in excluding cancer as a cause of the dysphagia. 

IV. Cancer of the Esophagus.—May occur at any point is 
the tube, causing stenosis (unless the ulceration and destruction of 
tissue is extensive), with dilatation and hypertrophy above the seat 
of the disease. 

(a) Symptoms.—Increasing dysphagia, progressive emaciation, 
pain, either constant or upon swallowing, and enlargement of the 
cervical lymph glands. Regurgitation of food or fluid, perhaps con- 
taining blood and tumour particles, occurs at once or from 10 to 15 
minutes or longer after taking food, depending largely upon the site 
of the growth. Perforation may occur into the trachea, or » breo- 
chus, or the lung, eausing pulmonary gangrene or an inhalation 
pneumonia ; or into the mediastinum ; or into the sorta (fatal haw 
orrhage) ; or pericardium (fatal pericarditis). Erosion of the verte 
brw with compression of the cord has been noted; also laryngeal 
paralysis from pressure upon the recurrent laryngeal nerve. The 
duration of the disease varies from a few months to a year and » 
half, death usually occurring from inanition or perforation. 

(6) Diagnosis.—The cardinal symptoms are progressive dysphagia 
and rapid emaciation occurring in patients over 50 years of age. It 
is necessary to eliminate other causes of stenosis: foreign bodies 
and cicatricial contraction by the history; aneurism (g. 0.) or me 
diastinal tumour (g. v.) by the absence of pressure and other aymp- 
toms which characterize them. The stomach tube is to be passed 
without violence, and tumour particles may be brought up by it, an 
examination of which will confirm the diagnosis. 

V. Stricture of the Esophagus.—(a) Cuuses—This may be 
congenital, but is more commonly a efeafricial stricture caused by 
contraction of the scar tisaue regulting from ulceration due to corre 
sive poisons. More rarely it is due to typhoid ulcers, gumma, or 
tuberculosis. /ressure stricture, the next most frequent, is due to 
aneurism, enlarged thyroid, mediastinal tamour or enlarged mediae 
tinal glands, vertebral nbacess, and sometimes pericardial effusion. 
Finally, cancer or polypoid tumour of the esophagas may be respen- 
sible for the stricture. 

(4) Symptoms.—Dysphagia with emaciation and debility, varying 
with the completeness of the obstruction. Regurgitation of food, or 
fluid of alkaline reaction, occurs, at once if the obstruction ix high 
up, in 3 or 4 hours if it is low down, and the esophagus above the 
stricture is dilated. Auscultation of the esophagus may possibly 
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be of some service in determining the presence and locality of the 
stricture, but the use of the sound or tube will prove of much more 
value, 

(¢) Differential Diagnosis.—It is evident that, having determined 
the presence of esophageal stenosis as distinguished from spasm 
(IIT preceding), it is next requisite to ascertain the cause of the 
narrowing in the individual case. The characteristics of cancerous 
stenosis have been stated in IV, preceding. Pressure stricture is to 
be eliminated by a careful examination for thoracic aneurism (9. v.), 
mediastinal tumour or abscess (q. v.), thyroid enlargement (q. v.), 
disease of the cervical vertebrm, and pericardial effusion (y. v.). 
Civatricial stricture usually causes more pain in swallowing, and a 
history of injury by a foreign body or of ingestion of a corrosive 
poison is usually obtainable. If past syphilitic ‘or tuberculous dis- 
ease is responsible for the cicatricial tissue, a corroborative history 
or characteristic lesions elsewhere may be found. 

VL. Dilatation of the Esophagus.—This occurs in all cases 
of esophageal stenosis, the walls of that part of the tube above the 
obstruction becoming hypertrophied, and the tube expanding. Very 
rarely it is a congenital condition. The symptoms are chronic dys- 
phagia and habitual regurgitation. If the sound passes readily into 
the stomach stenosis may bo climinated. 

VIL Diverticula of the Esophagus,—A lateral sac or cir- 
eumscribed dilatation of the esophagus may be due to pressure from 
within or traction from without. 

(a) Pressure Diverticula.—These may occur in rapid eaters, usu- 
ally men, who gorge large masses of food. The suc is most com- 
monly situated on the posterior wall at the junction of the pharynx 
and esophagus. The muscular coat is weakest at this point, and 
giving way allows the mucous membrane to bulge outward, hernia- 
like, opposite to and on a level with the cricoid cartilage, Once 
started it continually enlarges. The patient is conscious that at 
least a part of the food lodges too high up, and at intervals, when 
endeavouring to swallow, he retches and regurgitates the contents 
(which may be offensive) of the sac. The diverticulum may be so 
large that it forms a visible tumour or swelling in the neck, which 
when compressed causes the passage of its contents into the mouth. 
If the existence of a small and not palpable sac is suspected, a sound 
slightly bent at the end may be employed, the point being turned 
posteriorly during introduction, when it will enter the cavity. 

(8) Traction Divertioula.—These are small conical depressions 
occurring usually in children, situated on the anterior wall of the 
esophagus on a level with the bifurcation of the trachea, and result 
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may suggest, by the history and subsequent course ; from the crises 
of locomotor ataxia by the presence of the patellar reflexes and the 
absence of the Argyll-Robertson pupil; from scarlet fever, which the 
oveasional erythema may simulate, by the absence of the sore throat, 
swollen cervical glands, extraordinarily rapid pulse, and typical 
strawberry tongue of the specific infection. 

IL Fhlegmonous (Suppurative) Gastritis.—(a) Causes — 
Diffuse or circumseribed suppuration of the submucous coat of the 
stomach is extremely rare, and oceurs in connection with pywmia, 
puerperal fever, cancer of the stomach, peritonitis, or injury. 

(4) Symptoms.—Pever, dry tongue, delirium, vomiting, diarrhma, 
weak and rapid pulse, with epigastric soreness, abdominal pain, and 
meteorism, followed by coma, collapse, and death. In more chronic 
cases there are fever, recurring chills, and abdominal pain. 

(ce) Diagnosis.—Rarely if ever made ante-mortem. The cireum- 
seribed abscess has been felt externally, Even if a quantity of pus 
is vomited, owing to rupture of a large submucous abscess, it can not 
be separated from the perforation of an outside pus collection into 
the stomach. 

UL Toxic Gastritis.—(a) Causes—Ingestion of corrosive 


(2) Symptoms—Intense burning pain in mouth, throat, and stom- 
ach, severe epigastric pain, salivation, unremitting vomiting, intense 
thirst, and dysphagia. The vomitus contains blood, and perhaps 
fragments of mucous membranc. Later there are abdominal pain, 
tenderness, and distention, with diarrhaa. There may be petechia, 
hematuria, and albuminuria. In severe eases the symptoms of col- 
lapse (cold, wet skin, lowered temperature, small rapid pulse) may 


supervene. 

(c) Sequele.—Cicatricial stricture of the esophagus, or an ulti- 
mately fatal chronic atrophy of the gastric mucosa. 

(d) Diagnosis.—The history, the inspection of the mouth and 
tongue (page 243), and an examination of the vomitus will usually 
enable a diagnosis, 

IV. Diphtheritic Gastritis.—The membranous form of gas- 
tritis may be due to the infection of diphtheria, but is usually see- 
ondary to pneumonia, pywmia, variola, typhus and typhoid fever. 
It can not be recognised ante-mortem. 

Y. Chronic Catarrhal Gastritis.—(a) Causes,—Dietetie or- 
rors (very frequent) and the excessive use of alcohol (common), It 
may be secondary to diabetes, gout, nephritis, tuberculosis, anemia, 
or chlorosis; or to ulcer, cancer, and dilatation of the stomach; or 
to chronic pulmonary disease, chronic heart disease, and cirrhosis of 
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teas or eee sie? darcion of a In the cirrhotic 
form of the contracted stomach may in rare cases form a 


Vi. Gastric (Peptic) Ulcer.—(q) Causes,—Occurs at all ages, 
pet to Low a prenery ape hp 20 and 30 years of 
Sepp is found in men, usually between 30 and 40 

associated with overwork, poor food, anemia, 

alata Tad (acimcctshon, and is especially common in servant 
maids,and in those whose work involves pressure on the epigastrium 
(tailors, cobblers, weavers). Tepatic and cardiac disease and arterio- 


(+) Symptoms.—The disease may be entirely latent and discoy- 
ered only at autopsy. More commonly the initial symptoms are 
those of dyspepsia or chronic gastritis—viz., anorexia, epigastric ful- 
ness or oppression, eructations, and pyrosis. Eventually in well- 
marked cases symptoms more or leas characteristic of ulcer super- 
vene, These are: 

Pain, which may be dull and oppressive. More significant is an 
attack of sharp, boring, or burning pain, excited by taking food, and 
occurring either immediately or from 1 to 2 hours after eating. In 
many cases there are two points at which the pain is most intense: 
anteriorly in the epigastrium, posteriorly at the level of the 10th 
dorsal vertebra. It is relieved if vomiting takes place. Such par- 
oxysms of pain (gastralgia) may, however, be independent of the 
ingestion of food, and are often of indescribable severity, Pressure 
may either aggravate or relieve the pain of gastric ulcer. It is doubt- 
ful whether, as often alleged, the sooner the pain comes after cating 
the nearer is the ulcer to the cardia; so also with reference to the 
relief afforded by posture, an amelioration of the pain by lying on 
the face indicating that the ulcer is situated on the posterior wall of 
the stomach, and per contra. 

Tenderness, which is a common symptom, but only of diagnostic 
yalue when strictly circumscribed in the epigastrium so that a fin- 
ger tip almost covers it, or when a tender spot is found to the left of 
the 11th or 12th dorsal vertebra. 

Hematemesis, a most significant event when a considerable quan- 
tity of unaltered blood is vomited, but occurring in only 50 per cent 
of the cases. It may be slight (coffee-ground), but ordinarily is 
large, and sometimes so excessive as to be immediately fatal. Re- 
current attacks at intervals of hours or days are not uncommon. 
After a gastric hemorrhage tarry blood is found in the stools, and 
may be the only evidence of the slighter bleedings. Syncope or con- 
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gastric ulcer, but the absent knee-jerks, lightning pains in the legs, 
and Argyll-Robertson pupil will announce the true character of the 

(3) Hepatic Colic.—In this affection, swelling and tenderness of 
the liver, a palpable gall bladder, the abrupt onset, longer continu- 
ance and sudden cessation of the painful paroxysm, and perhaps the 
subsequent occurrence of jaundice, will prevent its confusion with 


ulcer. 

(4) Cirrhosis of the Liver—The vomiting of blood which occurs 
in some cases of this malady may suggest ulcer, but the usual al- 
eoholic history, the ascites, the hardened and palpable liver, will 
declare the true cause of the hematemesis. 

(5) Chronic Gastritis.—Very rarely is there hwmatemesis, the 
pain is not severe, the tenderness is diffuse, vomiting is not so fre- 
quent and when it occurs is not so painful, and HCl is diminished 
or absent. 

(6) Cancer af the Stomach.—As wu rule this is not mistaken for 
ulcer, Comparing the two, in cancer there is often a tumour, lactic 
acid is usually present, and HCl is deficient or absent ; blood when 
vomited is “coffee-ground ” or mixed in small quantity with mucus; 
there is usually great emaciation with cachexia, and the subject is 
more frequently middle-aged, almost invariably past 30. If, how- 
ever, there is cicatricial contraction about the pylorus, forming a 
palpable tumour, a differential diagnosis may be impossible, espe- 
cially when it is borne in mind that cancer may develop upon the 
site of an old ulcer, and that in such cases there may be hyper- 
eblorhydria as in ulcer, instead of the absence of HCl as is usual in 
cancer. 

VII. Duodenal Ulcer.—In the vast majority of cases the symp- 
toms of duodenal ulcer are identical with those of gastric ulcer. In 
fayour of duodenal ulcer are pain in the right hypochondriac region 
2 or 3 hours after meals, sudden and recurring intestinal hemor- 
rhages (tarry or bright-red stools) sufficient to produce anemia in an 
otherwise well person, occasional jaundice, and violent gastralgic 
attacks, often followed by melwna. 

VIL. Cancer of the Stomach.—Next to the uterus the stom- 
ach is the most frequent seat of primary carcinoma. Rarely it is sec- 
ondary to mammary cancer. (lastric cancer is rather more common 
(5 to 4) in men, and three fourths of the cases occur between 40 and 
70 years of age, increasing with cach decade, It is seated in the 
pylorus in 8 out of every 13 cuses. Alcoholism, previous uleer, worry, 
and a family history of cancer or tuberculosis predispose. 
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per ase titea parte spleen. Perforation may occur, usually but 
causing diffuse peritonitis; or a fistulous communication 
prricl alapin Sieg rarely the small intestine, may be established. 

Duration.—The average duration of gastric cancer is from 1 year 
to 18 months; more rarely life is prolonged for from 24 to 3 years. 
It is always fatal. 

Differential Diagnosis.—The cardinal symptoms are progressive 
emaciation, pain, tumour, coffee-ground vomiting, dilated stomach, 
constant absence of HCl, and presence of lactic acid after a Boas 
meal, in a person between 40 and 70 years of age. 

Tn the absence of tumour such a set of symptoms will warrant a 
quite positive diagnosis of cancer. The disease should be suspected 
if, in elderly persons, the ordinary symptoms of chronic gastric ca- 
tarrh obstinately persist and a cachexia out of proportion to the 
apparent cause develops, especially when hyaline casts are found in 
the urine. The cases of cancer which present severe anemia or gas- 
tric symptoms, without tumour, may simulate very closely and be 
mistaken for pernicious anemia or chronic gastritis. Ulcer of the 
stomach, with cicatricial thickening at the pylorus, may exactly 
resemble cancer. Enlargement of the supraclavicular or inguinal 
glands, or a nodule ut or in the neighborhood of the navel, may be of 
great value as a clew to the existence of gastric cancer, 

‘The following diseases may require to be differentiated. As 
Osler well says, “there are cases of cancer of the stomach in which 
@ positive diagnosis can not be reached for weeks or months.” 

(1) Chronic Gastritis.—This, as contrasted with cuncer, occurs at 
zany age, pain and tenderness are less marked, vomiting is not com- 
anon, hemorrhage is rare, or when present consists simply of blood 
streaks (not coffee-grounds), there is no fever, loss of flesh is not 
xnarked, and there is no cachexia, no tumour, and no @dema. More- 
over, its duration may be much longer than that of cancer, and, on 
the other hand, it is susceptible of cure. No lactic acid is found 
after a Boas meal. 

(2) Gastric Uleer—As compared with cancer, ulcer of the stom- 
ach occurs most frequently in early adult age and in women; the 
pain is more apt to be gastralgic and to be excited by the taking of 
food, and may be entirely lacking for days or even weeks; tender- 
ness is strictly circumseribed in the epigastrium, or posteriorly at 
the level of the Sth dorsal vertebra; the ordinary symptoms of indi- 
gestion may be slight; vomiting is by no means a frequent symp- 

tom ; tumonr (cicatricial) is very rare ; there is no wdema ; bleeding 
from the stomach is common, and as a rule characteristically profuse ; 
there is no fever. Gastric uleer may recover or continue for several 
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actual narrowing caused by cancer, cicatricial contraction from ulcer 
or corrosive poison, or simple hypertrophic stenosis ; or narrowing 
by outside pressure from cancer of the liver, gall bladder, pancreas, 
and omentum, or by large gallstones; or a floating right kidney, or 
kinking of the pylorus from adhesions to the gall bladder and liver. 
‘The second class is due to atony of the muscular coats incident 
to chronic gastritis, the degenerative changes of anwmia, tuberculo- 
tis and like diseases, habitual overdistention of the organ as in beer- 
drinkers and diabetics, congenital weakness, and deficient innerva- 
tion. 
Symptoms.—Epigastric fulness or distress, flatulence, eructations, 
ond yomiting. There may be anorexia, but not uncommonly the 
appetite is particularly good and there is great thirst. The skin is 
dry, constipation is present, and the urine is scanty. Great loss of 
flesh, anemia, and debility commonly ensue. There may be cramps 
of the calf muscles, or occasionally tetany. 

The characteristic symptoms are the manner of vomiting and the 
composition of the vomitus. The stomach empties itself at inter- 
wals of several days, ejecting large quantities (1 to 3 gallons) of 
stagnant fluid and remnants of partially digested or undigested 
food. The yomitus is acid from the presence of lactic, butyric, and 
acetic acids. Hydrochloric acid may be normal, diminished, absent, 
‘or increased. Offensive odours may be due to the presence of sul- 
phuretted or phosphuretted hydrogen, The fluid contains the Sercina 
wendriculi, yeast fangus, and many bacteria. On standing, it sepa- 
rates into a sediment of undigested food, and a supernatant grayish 
turbid fluid capped by g brownish froth. 

The physical signs are, in brief, as follows: The outline of the dis- 

tended organ (Fig. 173, page 491), together with its peristaltic waves, 
‘may often be seon; if not, it is to be inflated. Pyloric tamour may 
be felt, and the peculiar resiliency of the dilated stomach and its peri- 
stalsis may be perceived by palpation. Splashing or succussion 
sounds may be elicited, either by the hand of the examiner or upon 
deep and rapid breathing by the patient. Percussion after drinking 
water may enable the lower border of the organ to be recognised. 
Auscultatory perenssion is of much service in determining the out- 
lines of the stomach. 

Differential Diagnosis.—The cardinal symptoms are the charac- 
teristic vomiting and the results of a physical examination of the 
stomach, especially inspection of the inflated organ or auscultatory 
pereussion. The finding of a pyloric tumour will decide against the 
atonic nature of the dilatation, and in the majority of cases the 
tumour is due to cancer of the stomach (page 849). 
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be headache, vertigo, cephalic pressure-sensations, numbness, 

hands and feet, bud taste in the month, and palpitation. Con- 

may be present. As a rule there are marked depression of 
sateciinee forebodings, and perhaps a well-defined hypochon- 
driacal condition. In spite of these symptoms the stomach is found 
to be empty 6 or 7 hours after a full meal, showing that the food is 
digested and that there is no stagnation. The gastric juice is usu- 
ally of normal composition, although the ITC] may be either increased 
or diminished, varying, often in the same person, from time to time. 

(6) Diagnosis.—As the symptoms of nervous dyspepsia closely 

resemble those of chronic gastric catarrh it is necessary to distin- 
guish between them. Contrasting the two, in nervous dyspepsia 
relief may follow the taking of food, there is less epigastric tender- 
ness, and the symptoms may disappear at irregular intervals. The 
stomach contents usually contain little or no mucus or undigested 
food, and as a rule (with a number of exceptions) the HCl is in 
normal amount, The tongue is not so apt to be flabby, indented, and 
furred as in gastric catarrh. In certain cases the prominence of 
gastralgia or the presence of emaciation may suggest ulcer or cancer. 
After all, it is upon the existence of a neuropathic diathesis or 
temperament, to be discovered by careful and often necessarily pro- 
longed observation of the patient and his neurotic peculiarities, that 
the diagnosis of the nervous character of the dyspepsia depends. 
Moreover, there are no obvious organic changes. 

B. Secretory Nevnoses.—(1) Hyperchlorhydria.—The se- 
cretion of gastric juice containing an undue amount of hydrochloric 
acid (over 70 degrees) only during digestion is encountered mainly in 
adults, but is common in young chlorotic women. Worry, grief, and 
mental overwork are important antecedent causes, The liberal use 
of condiments and alcoholic beverages will predispose. 

.—Ordinarily the onset is gradual. There is at first 
simply a feeling of discomfort about 2 or 3 hours after a meal, but 
in course of time it develops into a burning pain, with weight and 
pressure, in the epigastrium, often with acid eructations, regurgita- 
tion, and pyrosis, sometimes followed by nausea and vomiting. Se- 
vere headache and attacks of vertigo are common, the urine may be 
scanty, and constipation exist. Loss of weight does not usually 
occur, ‘The pain lasts for from 1 to 3 hours, and is relieved by yom- 
iting, or more characteristically by taking albuminous food (milk, 
meat, white of egg) or alkalies (soda, magnesia). The physical ex- 
amination may reveal a moderate diffuse epigastric tenderness, and 
occasionally evidence of slight gastrectasia. The examination of 
the stomach contents 1 hour after eating Ewald’s meal shows an 
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As a pure nourosis this is rare. There da grideace th peor oa 
is due in the majority of cases, if not all, to gastric uleer (page 847). 
Jt may be associated with pyloric stenosis and gastrectasia (page 852). 
(10) Hypochlorhydria.—Diminution or absence of FICI is 
common in gastric cancer and in gastritis, especially of the atrophic 
form. As a not infrequent neurosis it may occur in hysteria, neu~ 
and locomotor ataxia. Very rarely as a neurosis there ix 
@ total absence not only of HCl, but also of the ferments (achylia gas- 
trica, Eisxnoux); but this is more commonly due to organic changes, 
atrophic gastritis. The symptoms of achylia of ner- 
‘wous origin may be negative; ordinarily they resemble those of chronic 
gzastritis. The diagnosis is to be made by the result of the examina- 
tion of the contents of the stomach. The total acidity is 4, HCl and 
ferments absent, mucus absent, and lactic acid absent except in 
traces. This condition is to be discriminated from the atrophic form 
of oe (page 846) and cancer of the stomach (page 849). 
©. Sexsony Nevnoses—(1) Disturbances of the Hunger-sense.— 
‘Elsewhere (page 122) haye been considered, in general, bulimia, 
olyphagia, akoria, anorexia, and pica, ‘Two special forms are the 
following: 


(1) Paroxysmal Bulimia.—Sudden attacks of burning epigastric 
— faintness, headache, and excessive hunger, often occurring in 
the paroxysm may come on directly after a 

Seen It is relieved by taking food. Frequent attacks may 
produce gusiritis and dilatation. This condition is seen in hysteria, 
meurasthenia, exophthalmie goitre, migraine, epilepsy, and cerebral 


“(2) Anorexia Nervosa—An absolute absence of appetite, which 
anay be so extreme that the sight of food excites spasm, This con- 
dition is a manifestation of hysteria, and is commonly seen in girls 
between 15 and 20 years of age, more rarely as early as the 12th 
year. The patient is restless, but ultimately takes to bed; the ema- 
ciation may reach the lact degree; the skin becomes dry and brawny, 
‘and contractures of the lower extremities may develop. Death has 
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paeiaices fg lorie stenosis, the gastric crises of locomotor ataxin, 
hy ia or hypersecretion, achylia gastrica, gallstone colic, 
renal colic, and flatulent colic. 

D. Moron Newrosrs.—(I) Peristaltie Unrest.—This is seen 

especially after eating. The peristaltic movements are hyperactive, 
Lae aA egal peeing, 4nd Gashing: wide may be 
audible at adistance, Emotion intensifies their activity. The hyper- 
activity may extend to the intestines. Peristaltic unrest is a fre- 
quent symptom of hysteria or neurasthenia. This mortifying condi- 
tion has led to prolonged periods of seclusion. 

(11) Nervous Vomiting.—This may occur either in children or 
adults, usually in hysterical women. Without preliminary nausea and 
without straining, the contents of the stomach are partly vomited, 
partly regurgitated. It usually, but not always, takes place shortly 
after eating. The attacks come on at irregular intervals. As a rule 
the general health is unimpaired, a point in favour of its hysterical 

origin in the absence of other neurotic manifestations. Primary 
vomiting (Levpey) may oceur as 4 neurosis in otherwise 
perfectly healthy persons, especially in women while menstruating. 

(II) Nervous Eructations—Loud belchings of air which has 
been swallowed or aspirated into the esophagus or stomach, either 

continuing from hours to days, or occurring in paroxyams which are 
excited by emotion. They may occur in hysterical women and chil- 
ren or in neurasthenic persons. In the young the attacks may 
be contagious by imitation. Anxiety, palpitation, epigastric fulness 
<and distress may attend the paroxysms. 

(IV) Rumination or Meryeism.—In this infrequent condition the 
swallowed food is returned to the mouth and again chewed and 
swallowed. It occurs in hysterical, neurasthenic, or epileptic per- 
sons, and in idiots, It is sometimes hereditary, 

(¥) Spasm of the Stomach.—The spasmodic contraction may 
affect either the cardiac or the pyloric extremity of the stomach. 
If both are simultaneously present and the stomach is full of gas 

is), the upper abdomen may be enormously distended, 
the patient being unable to belch up the confined gas. It ocours in 
neurotic young persons. 

(1) Spasm of the Cardia. —This may be painful, and is associated 
owith a sensation as of a low-down obstruction opposite the lower end 
of the sternum. It is not a common condition, but may occur in 
hysteria, neurasthenia, tetanus, or with the rapid taking of very hot 
or cold food. 

(2) Spasm of the Pylorus.—The symptoms are pain, perhaps a 
sense of resistance over the site of the pylorus, and increased gastrie 


















eee edig ad castion by hot weather, sudden falls of tem- 

1 food or spoiled milk, and irritant 

‘or secondary to infectious diseases, cachectic states, portal 

j isease of heart, lungs, liver), or by extension from 

sses in the abdomen. 

th cardinal symptom is diarrhoa, In addition 

there may be colicky abdominal pain, moderate gaseous distention of 
the abdomen thin tira” and gurgling noises, and occasionally 

vomiting. present at all, is slight (99.5° to 100.5°) ; there is 
farted tongue, with thirst, ancroxia, and seantyurine. These symp- 
toms indicate the condition most commonly encountered, namely, 

an ‘both small and large intestine, or tleo-colifis. 

In some cases the clinical symptoms are sufficiently distinctive to | 
allow an inference that the chief seat of the inflammation is in ver- | 
tain definite portions of the intestine, viz., the duodenum, the small 
intestine, the colon, or the rectum. 

(1) Puodenum.—if the duodenum alone is affected (duodenitis) 
there is constipation instead of diarrhma, with some localized dis- 
comfort or slight pain and tenderness, but these symptoms are not 
at all definite. Usually gastritis coexists, with nausea, vomiting, 
and gastric ‘pain (gastro-duodenitis), but the vague duodenal symp- 
are — by those relating to the stomach. In a certain 
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lienteric, containing undigested food, when the small intestine is 
chiefly involved, or fluid and mucous if the main seat of the disease 
is in the colon. In course of time anemia and emaciation become 


ease Maaeiateatinind Giring'tbie hot months, from May to Sep- 
tember inclusive, in infants from 6 to 18 months of age, and with 
few exceptions in those who are fed artificially. Many varieties of bac- 
teria are found in the diarrheas of children, but no one form can be 
held responsible for the toxic products which develop in the intes- 
tine as the result of bacterial growth. Adopting Osler’s classifica- 
tion, the following yaricties may be recognised : 

(I) Acute Dyspeptic Diarrhoa.—(«) Symptoms.—After drinking 

milk or eating unripe fruit or improper food the child be- 
comes ill. The symptoms may develop slowly, with restlessness and 
perhaps slight fever, followed by diarrhma with offensive, sometimes 
greenish, stools, varying from 4 to 20 in 24 hours, which contain milk 
curds, undigested food, and occasionally mucus. In the severer 
forms the onset is sudden, sometimes attended by an initial convul- 
sion, with vomiting, thirst, scanty urine, colicky pain, abdominal 

and a rapid rise of temperature to 104° or 105°. 

(b) Diagnosis.—The small quantity of mueus in the stools will 
rule ont enterocolitis. The serous stools and severe symptoms of 
cholera infantum are absent. 

(ce) Duration and Prognosis.—In well-nourished children under 
good hygienic surroundings and with proper care recovery occurs in 
a few days. Otherwise it may merge into an entero-colitis, or, in 
very weakly children, prove fatal. 

(1) Cholera Infantum.—This occurs in but 2 or 3 per cent of the 
hot-weather diarrheas (Hour). It is generally preceded by some 
intestinal disturbance. 

(a) Symptoms.—The disease usually begins with vomiting, which 
becomes excessive and persistent, at first containing bile, later be- 
coming serous, At the same time purging sets in, with copions and 
frequent stools varying from 10 to 30 in 24 hours. Primarily the 
stools are offensive, fluid, and fecal, but ultimately become serous, 
watery, odourless, and alkaline, and are voided with force. The tem- 
perature by rectum is 105° to 108°, by axilla 3 or more degrees 
lower. The tongue becomes red and dry, there is intense thirst, 
great restlessness, rapid, weak pulse, and scanty or absent urine. 
The prostration, which is present from the beginning, becomes ex- 
treme, the face is ashy, pallid, and pinched, the eyes are sunken and 














tifes inches above hee ligament, un- 
one of the unusual situations previously 


A nt diagnostic symptom, is commonly present, 
° to 102°, or, at the outset in children rising to 103° 

1 an intense diffuse peritonitis or a gangrenous appen- 
umscribed abscess has formed, the temperature 
festnoras; but the associated symptoms are of too 
to be in keeping. A chill at the onset is very in- 
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@ groin, or form a large perinephric abscess, or, lying 
give rise to the symptoms of subphrenic ab- 
Seria air) of pneumothorax, perhaps followed by 
perforation of the pleura and a resulting pleuro-fwcal fistula, Finally, 
a localized periappendicular abscess may rupture slowly or suddenly 
into the general peritoneal cavity with resulting diffuse peritonitis. 

(3) Acnte Diffuse Peritonitis—Following perforation of the ap- 
pendix, or rupture of an abscess either in mild or severe cases, a 
general peritonitis may ensue, The symptoms indicating the super- 
vention of general peritonitis are extreme and diffuse pain, a rigid 
and distended abdomen, nausea and vomiting, rapid pulse, dry tongue, 
anxious countenance, dorsal posture with the knees drawn up, and 
often a normal or subnormal temperature. 

This condition may develop rapidly from the outset in cases of 
early perforation in which an immediate general infection occurs 
without a limiting inflammation; or more gradually when the per 
foration has occurred later in the disease after a certain amount of 
protective adhesion has taken place, or when a periappendicular ab- 
seess has ruptured and its contents slowly infect the peritoneum. 
‘The symptoms of gangrene of the appendix may be latent and exceas+ 
ively deceptive. 

(e) Complications—Some of the events previously mentioned 
may be considered as complications. Under this head may be in- 
eluded suppurative pylephilebitis, causing multiple hepatic abscesses ; 
thrombosis or compression of the right iliae vein; hemorrhage 
from perforation of the intestine or necrosis of the iliac arteries; 
eubphrenie abscess, perhaps followed by perforation of the diaphragm, 
and pleurisy (serous or suppurative) or pericarditis; appendicitis in 
a hernial protrusion; and suppurative parotitis. The majority of 
these are of rare occurrence. 

(d) Piagnoxis.—The cardinal symptoms are acute pain in the 
right lower abdomen, localized tenderness with or without tumour, 
and fever, even if slight. As Fowler well says, “ pronounced tender- 
ness in the right iliac fossa is almost as pathognomonic of appendi- 
citis as rusty sputum is of pneumonia.” If to the symptoms just 
mentioned are added nausea, vomiting, right rectus rigidity, and 
tumonr, the diagnosis is absolute. 

Although a typical case of appendicitis is unmistakable, there 
are variations in the severity and manner of onset, and an occasional 
lack of correspondence between the symptoms and the actual local 
condition which may cause the most expert diagnostician to trip, 

For example, the disease may begin with diarrhaa, and be thistaken 
for catarrhal enteritis; mild cases, with slight symptoms and lasting 
55 
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no tumour, and while diarrhoa may initiate an appendicitis it is 


(4) Acute Intestinal Obstruction.—There may be a more or less 
distinct tumour with localized tenderness, but this is not necessarily 
in the appendical region. If due to intussusception, there will be, 
especially in children, rectal tenesmus with the frequent passage of 
bloody mucus; if to internal strangulation, fecal vomiting may be 
present, neither of which occur in appendicitis. Moreover, the onset 
is more gradual, fever, if present at all, is usually of late occurrence, 
and constipation is more apt to be complete. Nevertheless mistakes 
will be made. 

(5) Typhoid Fever.—Sco puge 745. 

(6) Salpingitis, Ovaritis, or Ectopic Gestation —An abscess of the 
right ovary or a right-side salpingitis may in some instances simulate 
very closely a low-down appendical abscess. Both cause fever and 
right-side pain and tenderness, but a history of previous or present 
menstrual irregularities, together with a pelvic examination which 
reveals a fixed uterus, an indurated pelvic exudate, or an abscess 
eayity joined to the uterus by the ridge of the broad ligament, will, 
as a rule, suffice for the discrimination. But in one case a distinct 
ovoid mass easily palpated in the right iliac region proved at opera- 
tion to be an unusually high ovarian abscess. Extra-uterine prog- 
naney affords a rather characteristic previous history of morning 
nausea, breast signs, menstrual irregularities, and attacks of colicky 
pain with faintness, and the physical examination shows a movable 

mass lateral to the uterus. Fever is absent, If rupture has occurred 
collapse symptoms are superadded. A diseased right ovary is often 
associated with appendicitis, especially the chronic form of the latter. 

(7) Dietlo’s Crises—If the ureter of a right floating kidney 
becomes twisted, the resulting nausea, vomiting, pain, and tumour 
may simulate appendicitis, but the outline and mobility of the 
tumour, the occasional hwmaturia, the absence of fever, and the sud- 
den relief of the symptoms (by spontaneous untwisting), point to the 
kidney as the offending organ. 

(8) Perinephric Abscess—As this in rare instances may arise 
from appendicitis, an absolutely positive differentiation can not be 
made previous to operation. 

(9) ‘Tuberenlons Peritonitis.—In this the invasion is gradual, 
right ilise tumour is absent, and the course is more protracted. If 
& local peritonitis in the right iliac fossa occurs from tuberculous 
mesenteric glands, time or operation may be required to separate it 
from appendicitis. In both cases the existence of tuberculous dis- 
ease elsewhere may offer a valuable clew. 














into moderate pain with perhaps 
sufficiently acute to be entitled a relapse. 
abiding consciousness of the nature of the ailment will, by canitag 
rere 
with impairment of the general health. 
aetna) chronic appendicitis is not often doubtful. 
‘The presence of localized tenderness, possibly of tumour, perhaps 
[eibsttepanitmaliatigh Serer; will verve’ to diktingwalnit from'n niers 









queer sbi tr sore or thickened appouts tect da bes 
distinctly palpated and recognised as is claimed by some writers. 
Surgeons of my acquaintance of as wide experience and with quite 
as good a factus eruditus deny it positively. ’ i 
Malignant disease of the cwcum, by causing pain, tenderness, and } 
tumour, may closely simulate chronic appendicitis, but a history 
of gradually increasing constipation, progressive loss of flesh and 
strength, the development of a cachexia, and the usual absence of 
febrile movement point toward carcinoma. Nevertheless, operation | 
may be required for the discrimination. 
(2) In recurring appendicitis the separate attacks may differ in 
severity, but during the intervals the patient is practically well. 
X. Intestinal Obstruction.—(«) Causes.—Strangulation, in- 
tussnsception, volvulus, fecal impaction, enteroliths, gallstones, tu- 
mours, strictures, intestinal paralysis, and foreign bodies. 
(%) Symptoms.—With reference to its suddenness of occurrence, 
two clinical forms of obstruction are recognised : acude and ckronic. 
(1) Acute Odstruction—The cardinal symptoms are abdominal 
pain, vomiting, and obstinate constipation. 
Pain, which may be in any part of the abdomen, is the earliest, of 
these, und generally comes on during movement or some sudden ex- 
ertion. It is at first colicky and intermittent because the obstruc- 
tion is partial, but when the stenosis is complete it becomes intense 
and continuous. Abdominal tenderness, absent at first, may become 
excessive. Constant and distressing vomiting soon ensues, at first § 
of the stomach contents, then of bile containing green fluid, finally 
of adark fluid with a fecal odour—a most important symptom, Cor- 
sfipation may be present from the outset, but very often the contents 
of the intestine below the point of stenosis are evacuated, after which 
no further fecal stools are voided. Tympanites makes its appear- 
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In general, if the obstruction is in the colon, cutee dean 
oem mga ‘much less frequent, and indicanuria is 
seldom found. If the obstruction is in the lower end of the ileum 
or in the cecum, inspection may show the ladder pattern of hee 
lin the lower mid-abdomen; if in the rectum or sigmoid flexure 
Seeecia aeastpntaad: ext: gencsteacign txigieemeckes 
shape, around the upper and lateral portions of the abdomen, and 
tenesmus with the passage of blood and mucus may be present. 

Abdominal examination may reveal a tumour or swelling, but this 
is rare except in intussusception or fmcal accumulation. Digi 
amination of the rectum may enable the recognition of a tumour or 
stricture, or the emptiness or fulness of the cavity. Information may 
ecto lates the amount of water which may bn dajetion: 
under ansthesia, by the fountain syringe, the patient lying upon 
the back with the hips elevated. Normally, in an adult, 6 quarts, in 
an infant, 14 pints, under o pressure of 3 feet, will enter. Unless 
more than 3 pints will enter in an adult, obstruction at the sigmoid 
flexure can not be eliminated. Auscultation over the ewcum may be 
employed during the inflow, to recognise the arrival of fluid at this 
point (Treves). 

(2) Tue Cavse or tHe Onsravetion.—If it is difficult to de 
termine its site, it is still more difficult to decide the nature of the 
obstruction. The doctrine of probabilities does not apply to the 
individual case, but it is helpful to remember that, roughly, accord- 
ing to Fits, of all cases, strangulation will be present in about 35 per 
cent, intussusception also in 85 per cent, volvulus in 15 per cent, 
gallstones in 8 per cent, and stricture or tumour in 6 per cent. 

Obstruction in the small intestine is usually due to strangulation 
(72 per cent) or gallstones (14 per cent), less frequently to intussus- 
ception (8 per cent), volvulus (5 per cent), rarely to stricture or 
tumour; in the colon mainly to intussusception (51 per cent) and 
volvntus (30 per cent), less commonly to stricture or tumour (12 per 
cent). 





















At any time complete obstruction may take place with 


r ee ere aa eng: Important symptoms 
jre anorexia, | and progressive pallor and yellowness of 
lhe skin, indicative of the cancerous cach Oxia. 

see it may be, the growth is so situated that it does not cause 
iter of the the 


Psst cancer of the rectum some excellent resulta hava 
ic Rape ey ceetoearsaepiseae was caad eogeriee 
nyolvement of the ureters; cancerous peritonitis; perforation of the 
intestine and sequent diffuse peritonitis; recto-vaginal and recto- 
vesical fistula; embolism of pulmonary artery from a thrombus in 
in iliac vein; cellulitis; pywmia; and, rarely, rupture of the intes- 
tine from distention due to accumulated feces. Secondary deposits 
pai mad in = liver and lungs, less commonly in more distant 





(1 Tuapoones-ct ) Of Carcinoma.—The cardinal symptoms are 
the age of the patient rate 60), cachexia, the detection of a tumour, 
and, usnally, the signs of chronic obstruction. All malignant 
tumours are included under this head. As a benign tumour may 
give rise to many of the symptoms mentioned, exploratory operation, 
or the progressively downward course of the case, or the appearance 
of secondary deposits, may afford the only positive evidence of malig- 
nancy. 

(2) Of its Site—If an abdominal tumour has been found and is 
jndged to be malignant, it remains, if practicable, to determine its 
site. If the tumour is nodular and hard, and lies near the junction 
of the epigastric and umbilical regions, and there is obstinate jaun- 
dice of the obstructive type, it may be inferred that the disease is in 
the duodenum and involves the opening of the common bile duct 
(rare); if without jaundice the transverse colon. [f the tumour is 
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Mate stn i other causes than an impacted gall- 


ee ee 7e Inflammation of tho Bile Ducts.—Sup- 

’ is of both larger and smaller ducts is usually due 
pages whens anche to cancer of the duct, worms, foreign 
bodies, or extension from suppurative pylephlebitis, The symptoms 
are frequent paroxysms such as described in IV preceding, except 
that the fever is septic and remittent rather than intermittent; 
daneetioa eae oremodl severe; a swollen and tender liver and a 


potas ja septic or pywmic type, and death is inevitable. 
Le Neonatorum.—' are two ; 

av: Ioterus There are two forms, physiological 
(a) Mild or physiological icterns occurs in about one third of the 
newborn. The akin and conjunctive are yellow, but, aa a rule, the 
urine does not contain bile, and the feces are of normal colour, It 
disappears in from 4 to 14 days. 

(2) Severe or pathological icterus may be due to congenital oblit- 
eration or absence of the common or hepatic duct, syphilitic hep- 
atitis, or a septic phlebitis of the umbilical yein. The jaundice is 
marked, the urine bile-stained, the stools clay coloured, and hemor- 
rhages from the cord may occur. It is an often fatal disease. 

VII. Stenosis and Obstruction of the Bile Ducts.—Aside 
from obstruction by gallstones, the common duct may become 
oeluded from ulceration and adhesion (rare) due to the previous 
passage of a calculus; or the presence of parasites (lumbricoid 
worms, echinococcus, distoma hepaticum) or foreign bodies (seeds) 
in the duct. It may also be occluded by pressure from outside by 
carcinoma of the pylorus or pancreas; abdominal tumours or aneurism ; 
enlarged glands in the hepatic fissure secondary to malignant disease 
of the stomach or other abdominal viscera; and cicatricial contrac- 
tion due to perihepatitis, syphilis of the liver, or ulcer of the duo- 
denum. 

The symptoms are practically those of a chronic obstructive 
jaundice (pages 87 and 88). The icterus varies in intensity, but usu- 
ally increases; the liver is enlarged, except in cases of long standing, 
when it becomes somewhat cirrhotic and shrunken; the gall bladder 
is enlarged if the common duct is obstructed, except in the case of 
gallstones; there is hepatic and referred right-shoulder pain; and 
hepatic feyer—chill, fever, and eweat, with gastric disturbances— 
especially if the obstruction is due to calculus. 

The diagnosis as to the exact cause of the obstruction is often 








i phlegmonous, or gangrenous 
| perforation of the gall bladder; but such 


cases, which are fatal without: surgical aid, may be attended by de- 
‘mild manifestations. 


bey! n 

IX. Carcinoma of the Gall Bladder.—This may be primary, 
andif eo, ialamooiated with gallstones in about 90 per cent of all 
cases 5 Sear ert ne ese it as Ave is iS ioc ean 
Tt usually etarta in the fandns-of the bladder. 

The symploms are chronic jaundice, occurring in about 0 per 
cent of the cases; persistent pain and tenderness, subject to severe 
exacerbations; occasionally vomiting, hwmatemesis, melwna, ascites, 
and fever; in abont two thirds of the cases the presence of a firm, 
tender, and uneven tumour, which, unless adherent, moves with respi- 
ration, and extends downward and toward the umbilicus from the 
usual site of the gall bladder; and the development of cachexia, 

Carcinoma may be primary in the duets, especially the common 
duct, but this is not common. There is severe jaundice and enlarge- 
ment of the gall bladder, but the diagnosis is rarely made except by 
exploratory operation. 

X. Galistones.—Cholelithiasis oceurs mainly in women (75 
per cent), especially those who have borne children. The patient is 
usually between 40 and 60, rarely under 25, years of age. Other 
predisposing causes are excessive eating, sedentary occupation, con- 
stipation, tight lacing, enteroptosis, and nephroptosis, While small 
concretions may form in the liver itself, the great majority of gall- 
stones which cause symptoms originate in the gall bladder. 

Caleuli may, and usually do, remain in the gull bladder for an 
indefinite period without giving rise to symptoms. If a calculus 
leaves the gall bladder and enters the ducts, the symptoms of hepatic 
colic usually arise; if it becomes permanently impacted in the cystic 
or common duct, the evidences of chronic obstruction appear. Sub- 
sequently ulceration and perforation may occur with the formation 
of a biliary fistula, or the calculus may ulcerate through into the 
intestine and, if of sufficient size, cause intestinal obstruction. The 
symptoms of these various events are as follows: 

() Hepatic Colic.—(a) Symptoms.—The attack is sudden, with 


cutting pain, usually localized in the right hypochon- 
drium, whence it may spread over the abdomen and lower thorax, 


and in some cases be referred to the right shoulder and arm. There 
are often vomiting, drenching sweats, a feeble and rapid pulse, and 
occasionally syncope. Rather frequently there is a chill with fever 
(101° to 103"). The liver may become enlarged and noticeably ten- 
der, the gall bladder swollen, tender, and palpable, and the spleen 








nitis, may’ arise as a consequence of the impaction in the eyetie duck 
: eae nt of the cmmo dnt, oF tare may be 
Basie tis ascstses eon at's anaaealonen 
common duct (Navsrx) are the presence: of jaundice, of variable in- 
feblibg/ SeiPcisen then one sear, wit the: persteent on iveraltient 


eee en elges tape the stools; fever; enlargement of the spleen ; absent 
or slight enlargement of the liver or distention of the gall bladder; 
ascites. 






(db) Results —The presence of the stone causes a chronie catar 
thal inflammation of the bile ducts (cholangitis) which may eventu- 
ate in a suppurative cholangitis. Indeed, the symptoms of impacted 
stone are largely those of the cholangitis excited by its presence. Ac- 
cording to Osler, three groups of cases are recognisable, which, with 
their distinctive , are as follows: 

(1) Complete fon\ with mild catkrrial cholangitis (see TV 
Ce 886); (2) incomplete obstruction with a severer grade of 
catarrhal cholangitise (see TV (b), page 886), in which recovery is 
possible; (3) incomplete obstruction with suppurative cholangitis | 
(see V, page 887), in which death is inevitable, 
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DISEASES OF THE LIVER 


sweat; the duration is much longer, with entire absence of 
pacersrtat mio ; and there is no serious impairment of 


we Typhoid Fover.—The diarrhoea, delirium, rapid pulse, 
psec anc Alle tidal telge attend the later 

iver abscess may closely simulate typhoid fever, but chills, 

sweats, irregular fever, meteorism, and bronchitis are less common ; 

tose spots and a positive Widal reaction are absent ; and there is usu- 


ally a preceding history of dysentery. Nevertheless, hepatic abscess 
i id . 


(4) Suppurative Pleurisy—In the cases where an empyema is 
due to and coexiats with hepatic abscess, a correct appreciation of 
the true condition is impossible, unless the characteristic brownish- 
red sputa are present, or an examination of aspirated pus from the 
pleural cavity reveals liver cells and bile pigment, thus proving the 
hepatic origin of the empyema. The dmeda coli may be found in 
the sputum or pus, A large right-side empyema, by which the liver 
is pushed down and apparently enlarged, may so closely simulate 
liver abscess that a differential diagnosis is extremely difficult. The 
upper line of flatness in empyema lies at a higher point than in 
abscess and may change position with movement; bulging of the 
affected side is common ; the cough and dyspnaa are more marked ; 
there is a history of previous tuberculous disease, or a pneumonia or 
serous pleurisy; and the earliest symptoms are pulmonary rather 
than intestinal or abdominal. 

Prognosis,—The mortality is from 50 to 60 per cent, Death 
usually occurs in from 6 weeks to 3 months. In solitary abscesses 
operation may give favourable results. 

XIV. Cirrhosis of the Liver.—Cavsrs.—Chronic alcoholism 
(50 per cent of all cases), syphilis, chronic heart or lung diseases 
«causing passive hepatic congestion, chronic inflammation of the bile 
ucts or obstruction by gallstones, and other but minor causes. 

Vanrerres.—Two clinical forms are recognised, the adrophic (or 
alcoholic) and the Aypertrophic. 

(1) Atrophic (Alcoholic) Cirrhosis.—Symptoms.—Occurs mainly 
in men, sbout 40 years of age or over. So long as the collateral cir- 
culation compensates for the obstruction caused by the contracting 
connective tissue, to the portal circulation, the disease may be latent. 
When passive portal congestion occura the early symptoms are usn- 
ally those of a chronic gastric catarrh, anorexia, furred tongue, nau- 

sea, and vomiting. Later, sometimes early, there may be epistaxis, 
hamatemesis, or bleeding from dilated veins of the esophagus, intes- 
tinal hemorrhage, or bleeding hemorrhoids. Ascites, often becoming 
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Symptoms.—The : violent, 
paroxysmal pain in the upper abdomen, followed by persistent yomit- 
ing, constipation, and abdominal distention, perhaps limited to the 
epigastriam. The temperature may be subnormal at first, later there 
is moderate fever, perhaps beginning with a chill. Deep pressure over 
the upper abdomen may reveal circumseribed resistance, and there 
is well-marked tenderness between the ensiform and umbilicus. 
Tender points (fat necrosis) may be found seattered over the abdomi- 
nal wall. Delirium, dyspnoea, cyanosis, hiccongh, fatty diarrhea, and 
albuminuria may be present. ‘The fat-spitting ferment may be found 
in the urine. Collupse rapidly supervenes, and death occurs from 
the 2d to the 4th day of the disease. 

(2) Differential Diagnosis—The cardinal symptoms (Prre) com- 
prises sudden, violent, deep-seated pain in the epigastrium, followed 
by vomiting dnd collapse, and in 24 hours by a circumscribed epigas- 
tric swelling, tympanitic or resistant, with slight fever, constipation, 
tenderness over the course of the pancreas, and tender spots in the 
abdomen, Few correct diagnoses are made infra vitam. Commonly 
the disease is mistaken for acute intestinal obstruction, or a 
perforation-peritonitis. Symptoms pointing to obstruction are geu- 
eral abdominal distention, visible peristalsis of the intestinal coils, 
obstipation, and fwcal vomiting, although obstruction manifesting 
itself by local signs in the epigastrium is not common. Ulcer of the 
stomach or duodenum occurs usually in younger persons, with a 
history of anwmia, pain after eating, and hamatemesis or melana. 
To gallstone colic there is seldom severe collapse or prostration, the 
pain is in the right hypochondrium, and jaundice is often present; 
Wut gallstones and pancreatitis may coexist. A ruptured phlegmonons 
cholecystitis will present a history of a previous tumefaction beneath 
the 9th right costal cartilage. In fulminating appendicitis, while the 
pain often begins in the epigastrium, the physical signs are in the 
right iliae fossa. The prognosis is always bad. 

(11) Suppurative Pancreatitis —Occurs mainly in men. The dis- 
ease may set in acutely with severe epigastric pain, hiccongh, vomit- 
ing, chills and irregular fever, tympanites, constipation, slight jaun- 
dice, and splenic swelling, ending fatally within a week; or it may 
continue for 3 or 4 weeks with irregular chills and fever, and steady 
loss of flesh and strength, finally ending in death ; or it may become 
chronic, lasting several months or a year, with progressive weakness 
and emaciation, and either continuous moderate fever or occasional 
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marked meteorism, with vomiting, 
pn Nc nal ec 2s ied hat forer may alto be present. 


IL. Acute Localized Peritonitis.—The symptoms of ‘atten 
Pete PACAER EAL Sechica to Padiodee eaniguace Geant 
‘The and tenderness is limited to the neighbourhood 
foe pat ‘the peritoneum which is involved ; ihe omiing od 
meteorism may be slight or absent; eonabapatabenres usually present, 
but is easily overcome; and the collapse symptoms are moderate or 
slight. If,as often happens, the inflammatory focus is walled off 
from the general peritoneal cavity by protective adhesions, the con- 
stitutional symptoms may disappear and the local signs be reduced 
to those indicative of adhesions or of a thick-walled pus sac—an 
encapsulated abscess. The three varieties of localized peritonitis 
which are of especial interest to the student of internal medicine are 
appendicular abscess (page 868), pelvic peritonitis from salpingitis or 

ovaritis (page 871), and sudphrentc porttonttis. 

Subphrenie Peritonitis,—An inflammation, usually suppurative, 
of the peritoneum covering the right and left lobes of the liver, or of 
the lesser cavity of the peritoneum, together with that of the adja- 
cent portions of the diaphragm. 

(a) Causes.—The majority of subphrenic abscesses are due to per- 
foration of a gastric ulcer, next most commonly to the upward exten- 
sion of an appendical inflammation, then to perforation of a duodenal 
leer, Less frequently the origin is from extension of a pneumonic 
infection or perforation of an empyema through the diaphragm, 
malignant disease of the stomach or liver, rupture of an hepatic, 
perinephritic, or pancreatic abscess, diseases of the gall bladder, or 
trauma. The majority of abscesses due to perforation of a gastric or 
duodenal ulcer contain air, forming a subphrenic pyopneumothorax. 

(8) Symptoms.—aAs the great majority of cases arc duc to perfora- 
tion of a gastric ulcer the onset is usually abrupt, with severe epi- 
gastric or hypochondriac pain and tenderness; vomiting usually of 
bile-stuined, sometimes of bloody, fluid; and rapid, embarrassed, or 
painful respiration. Soon afterward the symptoms indicative of sup- 
puration become manifest—chills, eweats, irregular fever, and loss of 
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and area of dulness of the tumour are apparently increased ; if it is 
distended with gas, the dulness is replaced by tympani, perenne 
sion sound and the tumour may elude | 

Occasionally milder, fibrinoua and oeauytratir) perihepatic 
peritonitis may be met with, occurring in the course of acute or 
ehronic inflammations of the liver, or a pleurisy, or following a blow, 
indicated by localized moderate pain and tenderness, with friction 
sounds over the epigastrium or in the right hypochondrium, corre- 
sponding to the exposed area of hopatic dulness, 

(ce) Piagnosis.—The condition is obscure and often escapes 
recognition. It 9 iol cap ong mae en 3 
rax, or pyopneumothorax. Effusion into the lesser peritoneum is 
frequently judged to be a cyst of the pancreas. 

Information of value may be gleaned from the history. If the 
earliest symptoms are (upper) abdominal in location and character 
(severe pain, vomiting), the presumption leans toward a subphrenic 
inflammation; if thoracic (cough, pleuritic pain) it points toward 
an empyema, The latter, however, may cause the former by perfora- 
tion, or per contra. In suspected cases of subphrenic abscess aspira- 
tion should be done in the 7th or 8th space in the midaxillary line, 
It is stated that if the fluid flows more freely during inspiration it is 
indicative of its location below the diaphragm, the descent of which 
during inspiration increases the intra-abdominal pressure while pro- 
ducing a negative intrathoracic pressure. 

(d) Terminations and Prognosis.—The prognosis of subphrenic 
abscess is yery grave, but depends largely upon an early recognition 
of the condition and prompt operation. In rare cases the pus dis- 
charges by way of the abdominal wall or the lungs, or still more 
arts undergoes absorptive and other changes. 

UL. Chronic Peritonitis.—Of this there are several varieties: 
adhesive; proliferative, in which the peritoneum is greatly thick- 
ened, with but little adhesion; cancerous; tuberculous, and hemor- 
rhagic. The process may be local or general. 

(1) Chronic Local Peritonitis.—This is usually of the adhesive 
variety, occurring as a result of acute or chronic inflammation of the 
abdominal viscera, mainly of the spleen, liver, intestines (expecially 
the appendix), or mesentery; or of the pelvic organs. The points 
of attachment of the adhesions, which may be short, or long and 
bandlike, vary according to the locality and the viscus affected. 
Thus the spleen and liver may be adherent to the diaphragm, and 
coils of intestine to each other, to the abdominal wall, or to the 
mesentery. In the greater proportion of cases no symptoms arise, 
Intestinal adhesions may, however, cause internal strangulation and 

















ative, or to hydatids of the peritoneum, Carcinontittous disease oc- 
curs usually in persons past middle life; there is a marked eachoxia; 
and nodules or indurations about the navel, or enlargement and indn- 
ration of the inguinal glands, point to carcinoma, Tuberculous peri- 
fonitis ocours mainly in children or before middle life; the 
is not marked, suppurative inflammation of the navel, with a fistu- 
lous opening, is more common than induration, and evidences of 
tuberenlous disease may be found elsewhere, ydatids of the perito- 
newm may exactly simulate the numerous nodules of carcinoma, and, 
unless bydatid fremitus can be obtained or the aspirated fluid con- 
tains hooklets, the diagnosis may be difficult or impossible, 

Y. Ascites.—Causes.—Pressure upon the end branches of the 
portal vein within the liver, as in hepatic cirrhosis, syphilis, carci- 
noma, or chronic passive congestion; or upon the vein, before it 
enters the liver, by new growths, carcinoma, abscess, or chronic 
peritonitis involving the transverse fissure or gastro-hepatic omen- 
tum; or pressure by ancurism, abdominal or ovarian tumours, or the 
enlarged spleen of leucwmia or malaria; and chronic simple, tuber- 
culous, or carcinomatous peritonitis. Ascites may be a part of a 
general @dema due to chronic cardiac disease, pulmonary cirrhosis 
or emphysema, nephritis, anemia, or the malarial, cancerous, or syphi- 
litie cachexiw. It is extremely rare with uterine fibroids, 

Character of the Fluid-—The fluid may be hemorrhagic in tuber- 
culosis and carcinoma of the peritoneum, occasionally in cirrhosis. 
Th non-inflammatory ascites the fluid usually has a sp. g. of 1.015 or 
below, with 2.5 per cent or less of albumin; in peritonitis, 1.018 or 
over, with 4.5 per cent or more of albumin. Chylous or chyloid 
ascites (page 715) occurs in carcinoma, perforation of the thoracie 
duct, filariasis, and perhaps under an exclusive milk diet (Ostxx), 

een page 465. 

Sarcoma.—According to the summary 
by Ban Lobstein’s cancer occurs more frequently in males (6 
to 4), either during the first 10 years of life or between 40 and 50 
years of age. In 90 per cent of the cases the tumour (rarcly larger 
than a man’s head) originates in the lumbar region or the central 
portion of the posterior abdominal wall at the attachment of the 
mesentery. 

(a) Symptoms.—These at first consist of indefinite digestive dis- 
turbances, such as constipation, diarrhea, nausea, anorexia, colicky 
pains, or dragging sensations in the abdomen, Later there are 
edema and neuralgie pains in the legs, genitalia, abdominal walls, 
and lumbar region (at first unilateral), and due to pressure upon the 
iliac veins and the sacral and lumbar plexuses. Finally, cachexia 
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(0) Hypertrophic Rhinitis.—The lower turbinals are swollen and 
enlarged, there is constant hawking to remove the thick secretion 
from the upper pharynx, and the patient becomes a eres 
to avarying extent. In the majority of cases the 
and adenoid tissues are coincidently affected, constituting a caitecla 
‘naso-pharyngeal catarrh. The voice becomes nasal, and varying de- 
grees of deafness are common. (See also Mouth-Breathing, page 
178; Adenoids, page 840; and Chronic Pharyngitis, page 838. 

(c) Atrophic Rhinitis.—This may be, but is by no means neces- 
sarily, bye sayy of the hypertrophic form. The horrible and dis- 

odour (oxen), which is the principal symptom of the dis- 
ease, is met with also as an ovidence of syphilis, disease of the nasal 
bones, glunders, and foreign bodies. The sense of smell is abolished. 
On inspection, the nasal mucosa is seen to be shrunken and atrophied, 
with a resultant unnsval roominess of the nasal chambers. The 
thiek purulent secretion coating the membrane dries into yellowish- 
green adherent crusts, which emit the offensive odour. 

Il. Hay Fever.—(a) Causes.—A neurotic idiosyncrasy must 
be predicated, together with an unusually irritable nasal mucosa. 
The exciting canses are many, comprising the pollen of various 
ee dusts, emanations from feathers, ete.; and Linear oe a 

strong suggestion appears to be a causative factor. 
season two forms have been recognised: the “June” or ric Sy 
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the pharynx, swollen cervical glands, and a satisfactory inspection tio 
(difficult or impossible in infants and yery young children), it may 
be hard to exclude membranous or diphtheritic laryngitis except by 
the lapse of time, which in the latter cage will disclose the signs of a 


quiring tracheotomy, but in neither of which was there a@dema or 
false membrane. 

IIL Chronic Laryngitis.—(a) Cuuses.—Results from repeated 
acute attacks, especially in those who speak much in public or in the 
open air; too much smoking; and chronic alcoholism. 

(b) Symptome—The voice is husky, hoarse, or rough, and in 
severe cases an almost complete aphonia may occur. Cough is usu- 
ally present, either slight or severe and paroxysmal, and is due toa 
frequent sensation of irritation or tickling in the larynx. Rarely is 
there pain. It is often associated with chronic pharyngitis, and may 
be caused by nasal stenosis. Laryngoscopic examination will show 
4 slightly swollen and but moderately reddened mucous membrane, 
with distention of the mucous glands of the epiglottis and ventricles. 
Superficially eroded spots are occasionally seen. 

TV. C&dema of the Larynx.—(a) Causes—Very rarely it fol- 
lows acute laryngitis. It occurs in connection with erysipelas, diph- 
theria, scarlet fever, typhus and typhoid fevers, and acute phlegmo- 
nous inflammations of the pharynx, neck, and floor of the mouth; 
syphilitic or tuberculous laryngitis; with the general @dema of acute 
or chronic nephritis and chronic heart disease; or from pressure by 
intra-thoracic growth or ancurism. 

(6) Symptoms.—The chief symptom is a rapidly deyeloping dysp- 
nea, with increasing huskiness and final’ extinction of the voice, 
The respiration may be stridulous. 

(c) Diagnosis.—In addition to the presence of one of the causa 
tive affections and the quick oncoming of dyspnaa, the laryngoscope, 
or palpation, or even simple inspection with the tongue fully de- 
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growth, seated as a rule upon the vocal cords. As the treatment is 
surgical, special works should be consulted for further information, 

VIIL Laryngismus Stridulus.—A spasm of the laryngeal 
adductors occurring in children usually between 6 months.and 5 years 
of age. It is unattended by cough, hoarseness, or other evidence of 
laryngitis, and is a neurosis, seen most commonly in association with 
rickets, less frequently with tetany (g. v.). At one time it was pre- 
sumed to be due to enlargement of the thymus gland, and was called 
“thymic asthma.” It is to be distinguished from the spasm of the 
glottis which may occur in connection with many laryngeal affections. 
In popular parlance it is variously. called “holding the breath,” “fit 
of passion,” or “ 

‘The attack comes on often as the child wakes from sleep, either 
at night or in the daytime. The breathing ceases, the face becomes 
congested and cyanotie, and the seizure terminates suddenly with a 
high-pitched crowing inspiration. There may be convulsive move- 
ments of the hands and feet (carpo-pedal spasm), or, loss frequently, 
general convulsions. The paroxyam may be repeated » number of 
times during 24 hours. Death during the attack is a very rare eon- 
sequence. The absence of coryza, cough, hoarseness, or fever, together 
with tho character and frequency of the attacks, will serve to sepa- 
rate it from spasmodic croup. 

IX. Paralyses of the Larynx.—See pages 257 to 260. 


Ill. DISEASES OF THE BRONCHI 


1. Acute Bronchitis.—<Acute catarrhal inflammation of the 
bronchial mucosa is usnally bilateral, and affects mainly the first and 
second divisions of the tubes. It is often epidemic, and probably 
due to a microbic infection. Affecting the bronchioles (* capillary 
bronchitis ”), it is simply a part of a broncho-pneumonia, 

(a) Causes —Usually 2 downward extension of an acute nago- 
pharyngeal catarrh cansed by cold, and occurs as a symptom in 
influenza, measles, typhoid fever, malaria, pertussis, and bronchial 
asthma. Very young, elderly, and debilitated persons are partion- 
larly liable; so also are certain individuals. 

(6) Symptoms.—Usually there is a coryza, with chilliness, slight 
hoarseness, soreness of the throat, a feeling of weakness and oppres- 
sion, and some general aching of the back and limbs. There is slight 
fever (100° to 101° }, but in severe cages it may rise to 103 °, with a cor- 
responding frequency of the pulse. ‘The bronchitic symptoms proper 
are substernal soreness, rawness, tightness or oppression; cough, at 
first dry, rough, and irritating, often occurring in severe paroxyams, 












sxe in he morning or at night, with free expectoration. The 

(2) Dry catarh our in elderly persons, is associated with em- 
physema and characterized by violent paroxysme of cough, with no, 
or but little and tenacious, expectoration. 

wee Bronchorrhea, a profuse watery or thin and purulent, rarely 

thick, expectoration, may attend chronic bronchitis in the old or the 
young, and in the former may be ultimately associated with bronchi- 
ectasis and putrid bronchitis. 

(4) A form of chronic bronchitis occurring particularly in women 
has been described by Osler. It comes on between 20 and 30 years of 
age, and may persist without impairment of the general health. 

(©) Symptoms.—Cough, frequently paroxysmal, worse in the morn- 
ing and at night, is the most constant symptom, often disappearing 
in summer and returning in the winter. The amount of expectora- 
tion varies; rarely there is none, more commonly it is more or less 
abundant and muco-purulent or decidedly purulent, occasionally 
thin and serous. Fever is rarely present, and substernal pain is 
uncommon, although there may be soreness along the costal margins 
if the cough is violent and paroxysmal. There may be some dysp- 
naa on exertion. 

The physical eramination usually shows an enlarged chest with 
deficient expansion, due to associated emphysema. The percussion 
note is normal, hyperresonant, or slightly tympanitic. Auscultation 
reveals prolonged, usually low-pitched and wheezy, expiration over 
both lungs, with bilateral fine and coarse, dry and moist, ries. Ex- 
ceptionally there may be slight dulness or impaired resonance with 
fine crepitations at the bases, due to a certain amount of mdema 
and passive congestion. The physical signs in some cases may be 

ve. 

(d) Diagnosis.—This is usually easy. The heart, arteries, and 
urine should be examined in order to ascertain whether the bron- 
chitis is secondary to cardio-vascular or renal disease. 

There are certain cases which suggest pulmonary tuberculosis, 
but the discrimination can generally be made by the absence of the 
feyer, cireumseribed consolidation, and emaciation, which attend 
phthisis, as well as a failure to find tubercle bacilli in the sputum. 

IIL. Putrid Bronchitis.—(c) Causes.—In rare cases this is 
primary, following, or alternating with, a chronic bronchitis, but in 
the large majority of instances it is indicative of bronchiectasis, gan- 
rene, abscess, empyema with perforation of the lung, pulmonary 
actinomycosis, or decomposition of the material contained in phthis- 
ical cavities, 
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aive becanse of the presence of a putrid bronchitis (ITI, preceding). 
Hemorrhage may occur; fever and dyspnea are not common, except 
as caused by # coexisting thoracic affection. 

The ‘examination may be negative unless there are saceu- 
lar dilatations sufficiently large and superficial to afford the signs of 
cavity. Tf the sac is empty there are tympanitic percussion, pectoril- 
oquy, and cavernous or amphoric respiration, with occasional metal- 
lic rales. If the sac contains fluid the percussion note is dull, and 
lond grilles are heard. 

(e) Moderate dilatations are not recognisable, but if 
Wiese @idonos 68 Wcrity tie been fv acted Tang: be 
chronic interstitial pneumonia or chronic pleuriay, it is a bronchiec- 
tasis. (1) Compared with a phthisical cavity, a saccular dilatation 
lies, as a rule, toward the base rather than the apex of the lung, the 
signs persist but do not increase, the sputa are rarely nummular, 
the tubercle bacillus is absent, there is usually no fever and but little 
logs of flesh and strength, and the previous history is not that of 

tuberculosis. (2) Actinomycosis of the lung may give 
tise to conditions which closely resemble bronchiectasis, but an ex- 
amination of the sputum will enable the differentiation. (8) A local- 
ized empyema which has perforated the lung and established com- 
munication with a bronchus is discriminated with difficulty from 
bronchiectasis, but there is usually a history of an acute pleurisy, 
with a sudden onset of recurring paroxysms of cough and expecto- 
ration. Pulmonary abscess (7. v.) and pulmonary gangrene (q. v.) 
are, as a rule, readily distinguished from bronchial sacculations. 

(d) Prognosis.—In rare instances cerebral abscess and pulmonary 
abseess or gangrene may occur. Pulmonary osteo-arthropathy may 
follow. Ordinarily the condition, although incurable, permits a long 
and fairly comfortable life. 

V. Fibrinous Bronchitis.—A rare discase, acute or chronic, 
attended by the formation and expulsion of fibrinous casts (Rig. 
253, page 653) of a bronchus and its branches. It occurs most fre- 
quently in males (2 to 1) betwoen 20 and 40 years of age, and in the 
spring months. It is sometimes hereditary, and a certain epidem- 
icity has been noted. It is frequently associated with tuberculosis 
and chronic heart disease, less frequently with chronic pleurisy, her- 
pes, impetigo, and pemphigus, rarcly with pneumonia. The attacks 
may coincide with the menstrual period. Its causation is unknown. 

(a) Symptoms.—Very rarely the disease is acute, beginning with 
chills and high fever, and followed by dyspnama, violent paroxysms of 
cough, and occasionally hemoptysis. 

More commonly the attack comes on like an ordinary severe 














and small dry riiles at the narrowed or obstructed point, Later there 
pat eh Rane pe eee 


Vi ‘Vi Sroncil Aathan pathology of this Ginea ds 

unsettled. Some regard it as a pure neurosis, a spasm of the bron- 

chial muscles; others as a neurotic hyperemia and swelling of the 

bronchial mucosa, with an exudate of mucin. It is probable that 

the second view applies to the majority of cases. It may alternate 
with nenralgia and epilepsy. 

(a) Causes.—An underlying and peculiar irritability of the nery- 
ous system or bronchial muscles and mucoxa, akin to that in hay 
fever, must be predicated. The exciting causes are extraordinarily 
diverse. An attack may be precipitated by the inhalation of dusts 
or odours from certain flowers or plants or emanations from animals, 
In one locality or climate attacks will occur, in others there is per- 
fect freedom from the seizures. Strong emotions, fatigue, indiscre- 
tions in diet, and, more rarely, the presence of intestinal parasites, 
or, in women, pelvic disease, may be responsible. Diseases of the 
upper air-passages, such ss nasal polypi, hypertrophic rhinitis, and 
chronically enlarged tonsils, are often strongly predisposing causes, 
A frequent initial event is an acute bronchitis. 

‘The disease often begins in childhood. It is more common in 
men than in women (2 to 1); half of the cases are hereditary; and 
it oceurs rather more frequently in winter and spring than in the 
summer, unless associated with hay fever. 

(6) Symptoms.—The attack may begin abruptly, but in about 50 
per cent of cases there are various premonitory symptoms, such as 
anxiety, depression, nervousness, irritability, vertigo, drowsiness, 
headache, neuralgia, chilly feelings, substernal tightness, polyuria, or 
flatulence and digestive disturbances, 

Ordinarily the paroxysm commences at night, often during sleep; 
less commonly while awake, or during the day. There is a sense of 
breathlessness, with thoracic oppression and constriction, soon de- 
veloping into the most intense dyspnea. The patient may rush to 
the window for air, or sit up, placing his hands on the bed or the arms 
of a chair in order to gain additional support for the extraordinary 
muscles of respiration. Cyanosis soon appears, the face is anxious 
and wet with perspiration, the hands and feet are cold, the tempera- 
ture subnormal, and the pulse frequent and small, The attack 
reaches its height in from a few minutes to several hours, at which 
time the dyspnoa lessens, and there is often a violent fit of coughing 
and the raising of a tenacious and scanty expectoration, with great 
relief to the patient. The cosinophiles in the blood are much 
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IV. DISEASES OF THE LUNGS 


I. Pulmonary Congestion.—Two forms are recognised : active 
and passive. 

(1) Active Congestion.—In the great majority of cases active 
hyperemia is a symptom or associated condition in connection with 
certain pulmonary diseases, such as bronchitis, pneumonia, tubercu- 
losis, or pleurisy. In certain instances it is possible that it may occur 
as 4 primary and independent affection, which may quickly disappear 
or be followed by mdema, or, in rare cases, by reason of its intensity, 
terminate in death. This condition results from drunkenness and 
exposure to severe cold or greut heat, or from violent exertion, 

The symptoms ure rapid breathing, cough, blood-tinged frothy 
sputa, somewhat harsh respiration, with fine moist rales, and an 
absence of fever, unless some febrile or inflammatory condition 
coexists. The diagnosis of this condition, aside from pulmonary 
edema and abortive pneumonia, must be made with caution. 

(11) Passive Congestion.—Of passive hyperwmia two varieties are 
recognised : mechanical and hypostatic. 

(a) Mechanical Congestion —(1) Causes.—In the vast majority of 
cases passive hypermmia is a result of affections of the left heart, 
especially mitral stenosis or incompetency, or of emphysema. In 
rare instances it is due to pressure by tumours. The essential ele- 
ment in either case is the presence of an obstacle to the return of 
the blood to the left ventricle, with resulting chronic congestion 
(brown induration) of the lungs. 

(2) Symptoms.—Dyspneea, cough, and the expectoration of frothy, 
often blood-stained, sputa containing “heart-disease cells” (page 
652). Hvemoptysis may occur. So long as the compensation of 
valvular defects is unbroken these symptoms do not appear. 

(b) Hypostatic Congestion.—(1) Causes.—In general it oecurs in 
fevers and conditions of great debility attended by feebleness of the 
heart, and is favoured by a prolonged dorsal position. It is common 
in long-continued typhoid fever; paralyses, especially cerebral ; pro- 
longed coma ; abdominal tumours, tympanites, or ascites ; and wast- 
ing diseases like tuberculosis and carcinoma. 

(2) Symptoms.—Subjective and rational symptoms are usually 
lacking, but physical examination will disclose, over the bases pos- 
teriorly, slight dulness, weak, or harsh, perhaps broncho-vesicular, 
respiration, and moist rfles. The vocal fremitus may or may not 
be increased. If patches of broncho-pneumonia exist the breathing 
may be truly bronchial. 
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regurgitation. i 

systemic veins sah entire or disintegrated into smaller por- 
become or thrombosis or stasis take place in the 

pabsesary artery itself. 

Septic emboli originate from a gangrenous or a suppurative focus, 
such as exists in og Slag! as thoy are practically masses of patho- 
genic bacteria, pulmonary gangrene or metastatic abscesses will 
result from their lodgment in the lung. 

Syarroms.—(1) Of Non-septic Embotism.—If the embolus is suf- 
ficiently large to occlude a main branch of the pulmonary artery 
sudden death may occur. If a medium-sized, but still large, branch 
is the seat of the obstruction there will be cough, hmmoptysis, men- 
tal anxiety, intense dyspnoa, syncope, and perhaps coma and conyul- 
sions. Tf the smallest branches are involved there may be no oe 
nisable symptoms; or there may be moderate dyspnea, cough, and 
slight hmmoptysis; or the expectoration, especially at the onset, 
may consist of a small quantity of nearly pure blood or a gelatinous 
mucus, the blood subsequently disappearing. Tt is not, at 
first certainly, the rusty sputum of a pneumonia. Cough and hem- 
optysis occurring during the course of chronic cardiac disease is 
yery suggestive of embolism, although the spitting of blood may 
reault from passive congestion. 

The physical signs in slight infarctions are negative. If the in- 
farction is large and, as is usually the case, oceupies the lower lobe, 
there will be near the base circumscribed dulness, increased fremitus 
and yoice sounds, broncho-vesicular or bronchial breathing, and moist 
riles—i. e., the evidences of a strictly limited consolidation. There 
may be pleural friction accompanied by transient pain, 

(2) Of Septic Embolism.—tf the first metastasis of a gangrenous 
or suppurative focus is to the lungs, the earlier symptoms caused by 
the septic embolus will resemble those just described as being caused 
by a non-septic plug, followed in due time by the evidences of pulmo- 
nary abscess (9. v.) or gangrene (y. v.). Occurring as a part-of an 
already existing pywmia, the symptoms are those of the causative 
disease plus the physical signs of a primary consolidation, with sub- 
sequent abscess or gangrene. 
















a 



















= 








DISEASES OF THE LUNGS: 929 


begins abruptly with a chill and a rapid rise in temperature, resem- 
bling, in this respect,2 lobar pneumonia. On the other hand, if there 
is a preexisting bronchitis, either simple or specific, of the 

tubes, the onset is less abrupt and there is rarely a distinct chill. 

Tn either case the typical symptoms are congh, which may be vio- 
lent and painful ; dyspnosa and rapid respiration (40 to 60 to 80), with 
anexpiratory moan ; fever, varying from 102° to 104°; rapid pulse and, 
after a time, cyanosis. The physical signs at first are simply those of 
a bronchitis of the smallest tubes, abundant sibilant and subcrepitant 
riles without dulness; later, and depending upon the presence of 
patches of consolidation, there may be slight dulness with harsh or 
broncho-vesicular respiration, especially at the bases and on either 
side of the spine. If the consolidated areas are sufficiently numerous 
and confluent the dulness may be decided, the breathing may be bron- 
chial, the vocal fremitus distinctly increased, and marked bronchoph- 
ony be present. In cases of extensive consolidation there may be in- 
spiratory retraction of the lower sternum and lower ribs, indicative 
of deficient lung expansion. 

There are certain, sometimes considerable, variations in the symp- 
toms and clinical type of the disease which demand consideration. 

(1) In severe cases, the sensitiveness of the nerve centres having 
been decreased as an effect of poisoning by carbon dioxide, the dysp- 
naa and cyanosis steadily increase, the cough lessens, the respirations 
are shaliow and ineffectual, although rapid, and the rifles beeome 
larger and moister. The patient is drowsy but not quiet, and death 
ensues from cardiac weakness, especially of the overdistended and 
labouring right ventricle. This type of the disease is the suffocative 
¢atarrh of the old writers. 
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Cuarr XXI1.—Temperatore curve of prolonged broncho-pneumonia; recovery (Holt). 


(2) The extremely remittent type of the fever in many cases of 
broneho-pneumonia, especially in children, is noteworthy, as the fre- 
quency of its occurrence is not always appreciated, and from a cer- 
tain resemblance to the temperature curve of malaria a diagnosis of 
the latter disease may be made (Chart XXII). 




















they are common sequelie; and chronic interstitial pneumonia, espe- 
cially if the original broncho-pneumonia is tuberculous. 

Differential —The cardinal symptoms are fever, usually 
remittent, cough, dyspnea, rapid respiration, and difateral fine or 

it rilles, with or without evidences of moderate or patchy 
consolidation, * A patient with fever, rapid breathing, and a chest so 
full of large and small moist rales on both sides that the res 
murmur not be heard, has broncho-pneumonia. Atypical cases 
are most common in infants. Under 3 years of age broncho-pneu- 
monia is of much more frequent occurrence than lobar pneumonia. 

Tho differential diagnosis is mainly between primary broncho- 
pneumonia with extensive confluent consolidations and lobar pneu- 
monia (page 792), or the protracted cases of broncho-pneumonia and 
the monic form of tuberculosis (page 806). As eapil- 
lary bronchitis és broncho-pneumonia, nothing need be said regard- 
ing a discrimination between them. 

Prognosis,—Broncho-pneumonia is always a grave disease. In 
children of the better-housed classes the mortality varies from 10 to 
30 per cent; in hospitals and among the very poor, from 30 to 
50 per cent. The primary cases have a good prognosis; the fatality 
is greatest in the secondary forms. Aspiration or deglutition broncho- 
pneumonia, because of its frequent sernsination in abscess or gangrene 
of the lung, usually causes death. 

Vil. Chronic Interstitial Pneumonia.—More or less local- 
ized, but often extensive, fibroid changes occur in the lungs in every 
case of pulmonary tuberculosis, abscess, tumour, hydatids, emphysema, 
and pleurisy. Excluding these, there is a diffuse cirrhosis, usually 
affecting an entire lung, less frequently both lungs, which is here 
considered. 

(a) Cawses.—Chronic (diffuse) interstitial pneumonia may in rare 
eases be a sequel of acute lobar pneumonia, more commonly of a 
broncho-pneumonia; or may result from compression of the lung 
and extension of fibrous tissue from a chronic pleurisy; or be a con- 
sequence of syphilis; or arise from the pressure of a new growth, or 
an aneurism, ora foreign body in a bronchus. A special form due to 
the inhalation of dust is described elsewhere (see Pneumonokoniosis). 

(2) Symptoms.—There is a chronic cough, with slight dyspnea 
often present only on exertion, The cough may be slight or severe, 
with a moderate or profuse muco-purulent expectoration. Hmemop- 
tyais is not uncommon. As the bronchial tubes are apt to become 
dilated, the special symptoms and signs of bronchiectasis (page 920) 
may be superadded. The disease is extremely chronic, and may be 
protracted for from 10 to 20 years or longer, with but moderate loss 
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and finally of chronic interstitial pneumonia, with or without bron- 
chiectasis. In the later stages the lungs may become tuberculous and 
the signs of ulcerative cavities become manifest. 

(e) Diagnosis.—This depends upon tho history of long-continued 
inhalation of dust; the presence of chronie bronchitis, emphysema, 
and fibrosis; and particularly upon an examination of the sputum. 
Tn anthracosis it is black; in siderosis it is of a reddish colour; in 
chalicosis the microscope reveals the shining angular particles of 
silica. Whether the process has become tuberculous must be ascer- 
tained by an examination for tubercle bacilli. 

(@) Prognosis.—In the early stages favourable if the patient can 
leave his obnoxious employment. Otherwise, and in advanced cases, 
the prognosis is grave, although the disease is very chronic. 

IX. Phthisis Pulmonalis.—See pages 806 to 811. 

X. Pulmonary Atelectasis. —(a) Causex.—Collapse of the 
lungs—a partial or entire disappearance of air from the alyeoli by 
compression of the lung or absorption of the air—may be congenital 
or acquired. The congenital variety occurs in the newborn or pre- 
maturely-born infant, as a result of deficient breathing power or ob- 
struction of the air passages. An acquired atelectasis may be due to 
obstruction caused by the formation of mucus in bronchitis of the 
smaller tubes; to compression of the lung by large pleural or peri- 
cardial effusions or pneumothorax, thoracic aneurism or tumour, or 
great enlargement of the heart; to the weakened respiratory action 
eansed by various paralyses; to upward pressure upon the diaphragm 
by abdominal effusion, tumour, or meteorism; or to thoracic de- 
formities. 

(4) Symptoms—These are rarely distinctive, as the condition 
oceurs usually in combination with broncho-pneumonia, especially 
in the milder forms of the latter which constitute the “grippy 
chest.” 

If thé areas of collapse are small there is no dulness, the respira- 
tory sounds are weak or absent, and at the end of inspiration there 
are localized fine or subcrepitant riles, often with little or no fever. 
Larger areas may present a weak broncho-vesicular or bronchial 
breathing with appreciable dulness; and if the collapse is extensive, 
as in the atelectasis of the newborn, the respiration is rapid, there is 
cyanosis, the lower half of the chest is retracted during inspiration, 
the extremities are cold, and there may be muscular twitching or 
even convulsions. 

XI. Emphysema.—This term embraces interstitial emphysema, 
the form in which there is a rupture of the air cells, the contained air 

passing into the interlobular tissues; and vesicular emphysema, in 
69 
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nent and hypertrophied. The neck veins are distended, perhaps 
pulsating. The apex beat is usually not palpable, but there is com- 
monly a marked epigastric pulsation and systolic shock over the ensi- 
form appendix. The vocal fremitus is lessened. The percussion note 
throughout is abnormally clear and hyperresonant, at times slightly 
tympanitic. The normal limits of pulmonary resonance are extended 
in every direction, the cardiac 
dulness is lessened or disap- 
pears, the upper limits of he- 
patic and splenic dulness are 
lowered by one or two inter- 
spaces, and there is resonance 
extending to an unusually 
high level above the clavicles, 
often with supraclavicular 
bulging. The characteristic 
auscultatory finding is that 
of a greatly prolonged, low- 
pitched, often wheezy, expir- 
atory sound, while the inspir- 
atory element is short, weak, 
or even absent. Large and de Se b 
small, dry or moist, riles, due Kr a] peonacoe 

to a coexisting bronchitis, are eae rw 
often heard, and may be so abundant as to obscure the respiratory 
murmur. Over those portions of the lung which are not greatly 
distended there may be exaggerated or harsh breathing. Vocal reso- 
nance may be increased, diminished, or absent. The pulmonary 
second sound is usually accentuated, and the signs of right ventricn- 
lar hypertrophy and dilatation or tricuspid insuMciency (g. v.) may 
Ibe found. 

An acute vesicular emphysema may develop quite suddenly, dur- 
ling attacks of angina pectoris and the psendo-asthmatic seizures 
lof cardiac disease, because of the combination of violent inspira- 
‘tions with cyanosis and pulmonary congestion. Percussion shows 
la great increase in the volume of the lungs, and upon auscultation 
there are prolonged expiration and universally distributed sibilant 
rales. 





(c) Course and Prognosis.—With the exception of the rare acute 
form, the course of the disease is essentially chronic and progressive. 
It is incurable, although not inconsistent with a long life. Frequent 
attacks of bronchitis aggravate the disease, and death may occur 
from an intercurrent pneumonia or the development of pulmonary 
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XIT. Abscess of the Lung.—(«) Caxses.—An acute suppura- 
tive pneumonia caused by pyogenic organisms, usually the Strepto- 
coceus pyogenes, or the Staphylococcus, less commonly by the Pneu- 
mococeus, Bacillus typhosus, or other specific germ. The suppura- 
tion may be diffuse ; more commonly one or more abscess cavities are 
formed. Abscesses, usually small and multiple, occasionally large, 
may follow a lobar or broncho-pneumonia, but, aside from suppurative 
infiltration, this is a rare sequence, except with inhalationor deglu- 
tition pneumonia (including foreign bodies), in which it is common. 
The causative organisms may reach the lung in infective emboli 
during the course of pywmia, puerperal septicemia, purulent osteo- 
myelitis, or ulcerative endocarditis, with or without the production 
of infarcts. The abscess may result, by extension or perforation, 
from a purulent pleurisy, or the perforation of an hepatic abscess or 
suppurating hydatid cyst. 

(4) Symptoms and Diagnosis.—If the abscess follows inspiration- 
pneumonia and is of sufficient size, the condition is easy of recog- 
nition. There will be a chill, high fever, and sweating; physical 
examination reveals the signs of a cavity, and an examination of the 
expectoration will afford characteristic findings., The sputum is 
yellow or greenish, with an odour which is offensive but not putrid 
like that of gangrene, and contains particles of lung tissue and 
elastic fibres, often in large numbers. If the abscess is too small to 
cause cavity signs, or if, as in septic embolism, there are multiple 
small abscesses, the physical signs are indefinite and the symptoms 
are overshadowed by those of the general pyemia. In the non- 
pywmie cases ulcerative endocarditis of the left heart and septic 
nephritis may oceur as secondary infections, in which case the symp- 
toms of these lesions will supervene. 

(ce) Prognosis.—As a rule death follows. In the abscesses re- 
sulting from pneumonia there are occasional recoveries, and if the 
abscess is single and accessible, surgical aid may avail. 

XIII. Gangrene of the Lung.—This results from infection of 
a necrotic area in the lung by the organisms of putrefaction, plus an 
abnormal vulnerability of the tissues, 

(a) Causes—Diabetes in particular, and general debility from 
long-continued fevers, predispose. It may be a consequence of lobar 
pneumonia, tuberculous or bronchiectatie cavities, and hemorrhagic 
infarctions; or of the lodgment of foreign bodies in the bronchi, 
especially particles of food, or infective particles from disease of 
the upper air passages, ag in deglutition or inhalation pneumonia ; or 
the perforation of a carcinomatous ulcer of the esophagus into the 
lung or bronchus; or be due to pressure upon the bronchi by anen- 
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frequency in each sex; the secondary involvements are more common 
in women. The secondary neoplasms may originate by contiguity 
from disease of the mammary gland (most common), pleura, medias- 
tinnm, or esophagus; or by metastasis from carcinoma of the liver, 
uterus, or rectum, or an osteo-sarcoma, The associated lesions are 
plenrisy, either carcinomatous or sero-fibrinous, with, perhaps, a 
hemorrhagic effusion; and enlargement of the tracheal, bronchial, 
cervical, and, rarely, the inguinal, lymph glands. 

(a) Symptoms.—The disease may be quite latent so far as pulmo- 
pary symptoms are concerned. Indeed, in any case, the symptoms 
are variable, depending upon the size, localization, multiplicity, and 
other characters of the growths. There may be at first simply the 
evidences of a bronchitis. Ultimately there is cough, with the so- 
called prune-jnice or currant-jelly, rarely grase-green, sputum, due to 
an admixture of blood or altered blood pigment; pain, depending 
largely on the degree to which the pleura is involved; and dyspnea, 
which may be paroxysmal and caused by pressure on the trachea. 
The breath and sputum may be offensive because of putrefactive 
infection of necrotic areas (gangrene). 

Certain pressure symptoms will be present according to the size 
and site of the growth. Thus there may be dysphagia, from pressure 
on the esophagus; dyspnea, from pressure on the trachea or large 
bronchi; hoarseness and aphonia, from pressure on the recurrent 
laryngeal nerve and consequent vocal-cord paralyses; distention of 
the veins, eyanosis, and edema of the face, neck, and one or both of 
the upper extremities, from pressure on the intrathoracic venous 
trunks; and displacement of the apex beat, the heart having been 
dislocated. Fever is occasionally present, cachexia develops, and pro- 
fuse hemoptysis has been noted. The physical signs are variable, 
depending partly on the growth, but largely on the presence or ab- 
sence of pleural effusion. The affected side may be enlarged and 
immobile if the tumour is large, although the bulging is more com- 
monly due to fluid. The superficial veins of the chest may be dis- 
tended, and the face, neck, and upper extremities edematous. There 
is dulness or flatness, the vocal fremitus is diminished or absent, 
pleural friction sounds are frequent, and the breath sounds are usu- 
ally weakened. Less commonly there is bronchial breathing. ‘The 
cervical or axillary glands may be found enlarged and hard. 

(6) Diagnosis.—Primary growths are difficult to diagnose, and a 
positive decision must often be withheld until somewhat distinctive 
symptoms are manifest, viz., the progressive cachexia, the peculiar 
sputum, the pressure symptoms, the glandular enlargements, and 
the finding of unilateral, irregular, and indefinite physical signs. 
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eulosis, occurring sometimes asa primary infection, more commonly 
as a secondary event to a pulmonary tuberculous focus. 

Symptoms.—Vhere are stitch pains in the side, usually in the 
neighbourhood of the nipple, increased by movement and especially 
by inspiration, and accompanied by a dry and painful cough. Both 

and respiration are restrained, and the patient bends toward 
the affected side in order to minimize the pain. For the same rea- 
son the breathing is hurried, shallow, jerking, and mainly abdominal 
in type. Fever is usually present, but seldom exceeds 101°, and in 
mild cases may hardly rise above the normal. 

Physical examination reveals deficient expansion on the affected 
side, with rubbing, grazing, or crepitating friction sounds. Unless 
the amount of fibrin is considerable there will be no change in the 
yocal fremitns or the percussion note. 

Diagnosis and Prognosis —The severe pain of pleurodynia and 
intercostal neuralgia may closely simulate a dry pleurisy, but the 
absence of fever and friction sounds in the former two renders the 
discrimination easy. Recovery is usual after a duration of from a few 
days to 2 or 3 weeks, but repeated attacks lead to extensive adhesions 
and thickening of the pleura. The possibility of its occurrence, either 
at the base or the apex of the lung, as a symptom of tuberculosis, 
should be borne in mind. 

Ill. Sero-fibrinous Pleurisy,—May be the second stage of a 
dry pleurisy, but there is often a serous exudate from the first. 

Causes.—These are essentially the same as for II preceding. The 
proportion of cases due to éuderculous infection is variously esti- 
mated at from one third to three fourths, usually secondary to pul- 
monary tuberculosis, occasionally to tuberculous peritonitis. Other 
cases arise in connection with rheumatic fever, lobar or broncho- 
pneumonia, typhoid fever, pericarditis, carcinoma or cirrhosis of the 
liver, and chronic nephritis. Exposure to cold and damp, or injuries 
of the chest, quickly predispose. 

—aAs a rule the onset is gradual. There is pain in the 
side, usually referred to the nipple or axilla, less commonly (when the 
diaphragmatic pleura is involved) to the abdomen or the lower part ~ 
of the back. It is sharp and catching, and aggravated by coughing, 
deep breathing, or other movements. When effusion occurs and the 
inflamed surfaces are separated the pain lessens or disappears. There 
is dyspnoea, due at first to the pain, later, unless the effusion has oc- 
curred very slowly, to pressure of fluid upon the lung, Large, slowly 
formed effusions, as in latent pleurisy, may be unattended by dyspnea 
except on exertion, In severe cases orthopn@a and cyanosis may be 
manifest. The patient is apt to lie upon the affected side, Cough, 














‘useuliation.—Commonly 
weak or absent, but not. infrequently in large et 
tinet but distant bronchial breathing. At and abore the level of the 
fluid the breathing is broncho-vesicular or even bronchial. The yoeal 
resonance is usually annulled over the body of the effusion, but there 
may be bronchophony. At the upper line of the fluid there is often 
a peculiar quavering, hesitating quality of the yoice sounds, or the 
bleating sounds of egophony may be present. In children the voice 
and breath sounds may have a metallic or amphoric quality, whieh, 
with the loud riles sometimes heard, will strongly but incorrectly 
suggest the presence of a cavity. The ready transmission of the 
be tooep voice (Baccelli’s sign) is indicative of a serous rather than 
exudate, If the portion of the pleura which overlies the 
hark is inflamed there may be a pleuro-pericardial friction sound. 
Varieties.—(1) Latent Plewrisy.—In a certain proportion of cases 
the onset of the disease is insidious, with little or no pain, a sub- 
febrile temperature, and dyspnoea, slight, and manifested only on 
exertion. The patient is conscious simply of an indefinite malaise; 
but on examination a copious effusion may be found, which has oc- 
curred so gradually that the intrathoracic organs have been able to 
adjust themselves to the changed conditions without notable distress. 
(2) Diaphragmatic Plourisy.—Pleuritis, usually dry, sometimes 
serous, and limited to the diaphragmatic pleura, may oceur alone, or 
bea part of a general pleurisy. The pain is sharp and severe, and 
is felt in the epigastrium, especially in « line from the end of the 10th 
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placement of heart, spleen, or liver, and the intercostal spaces do not 
bulge. Finally, the crucial and safe test of exploratory puncture is 
decisive, and should always be employed in a doubtful case. It 
should, of course, be remembered that pneumonia and a Depts 
effusion may coexist (pleuro-pneumonia). 

(2) Hydrothorax.—The majority of the physical signs are ao 
tical with those of pleurisy, but the absence of fever, pain, and fric- 
tion sounds, together with the history of disease of the heart or kid- 
ney in hydrothorax, usually enables a ready differentiation. 

(3) Pericardial Kfusion—This, if extremely copious, may closely 
simulate a left-side pleural effusion. But in pericardial effusion 
there is pulmonary resonance at the base, tympanitic or dull tympa- 
nitic resonance in the axilla and around the border of the distended 
sac, and the heart is not displaced to the right of the sternum. 
Moreover, the dyspnea is extreme in comparison with the apparent 
amount of effusion, the pulse is small and paradoxical (page 397), and 
there is often a history of antecedent rheumatic fever. 

(4) Jutrathoracic Growths.—Carcinoma of the lung or pleura, or 
hydatid cysts of the pleura, may cause dulness, absent or weak breath 
sounds, and displacement of the apex beat, thus closely simulating a 
ploural effusion. But the dulness is more circumscribed and lies 
most commonly in the middle or upper part of the chest, while the 
vocal fremitus and resonance are often preserved, thus resembling 
consolidation rather than fluid. The history, too, is apt to differ 
from that of a pleurisy. It is to be remembered, however, that 
pleural effusion is a common concomitant of such growths (page 
920), and, if present, a differential diagnosis is extremely difficult or 
impossible until pressure symptoms become manifest. 

(5) Hepatic Abscess or Cyst.—This, when of sufficient size and 
snitably located, may push the diaphragm high up and cause dulness 
and weak or absent respiration at the right base, thus simulating a 
pleural effusion. The upper line of dulness in such cases is immov- 
able and often curved, convexity upward, and a friction sound is 
audible over the dull area, which would not be the case if the pleural 
surfaces were separated by fluid. 

Course and Prognosis.—In non-tuberculous cases the fever lasts 
from 1 to 3 weeks, according to the severity of the attack, but the 
non-febrile stage is extremely variable. Small effusions may disap- 
pear yery rapidly, but the resorption of large effusions may require 
many weeks or several months if not aspirated. In tuberculous pleu- 
risy the resorptive process is apt to be slow. If a sero-fibrinous pleu- 
risy becomes purulent the fever persists. As the effusion is resorbed 
the physical signs gradually shift back to the normal, and rubbing, 
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tion of oer. Perforation of the chest wall is | . 
and in rare cases a communication may be established | e 


stomach, esophagus, peritoneum, or pericardium. The pus may 
enter a bronchial tube either by way of a perforation, or by percola- 
tion through the spongy lung tissue when its protecting pleural coy- 
dia ebaineneen The pus has been known to pass down 
along the spine to the iliac foss# and point at the usual situations of 
a lumbar or psous abscess. 
The prognosis depends somewhat on the nature of the primary : 
disease. A pneumococeus empyema has a favourable outlook ; tuber- 
eulous and streptococcie empyemas are less promising. Drainage 
Sea see rstl lnvssiion: in dew peut erat 
instances, followed by recovery; so also with perforation of the 
ehest wall, Much depends onan early diagnosis and prompt surgical 
treatment. That no case, however desperate, should be deprived 
of operation is an axiom the truth of which has been repeatedly 
veritied. The prognosis is rather better in children than in adults, 
but judging from personal experience the percentage of recoveries, 
taking all cases together, should be large. 

(d) Piagnosis.—The discrimination between sero-fibrinous pleu- 
risy and empyema depends upon exploratory puncture. A failure to 
discover micro-organisms in 4 creamy pus iz suggestive of the tuber- 
eulous nature of the inflammation. A pulsating pleurisy may be 
differentiated from an aneurism by the pleuritic history, the absence 
of bruit and diastolic shock, and the location of the swelling farther 
to the left than is usual in aneurism, 

V. Hemorrhagic Pleurisy.—A bloody exudate may be due to 
tabereulosis or carcinoma involving the pleura; hepatic cirrhosis or 
chronie nephritis; the severer types of the acute infections when 
complicated by pleurisy; accidental wounds of the lung during 
aspiration; and occasionally, in otherwise healthy persons, to un- 
known canses. Pure blood in the pleural cavity (hemothorax) may 
be due to penetrating wounds of the chest; the rupture of an anew 
rism; or the pressure of a tumour on the thoracic veins, 

VL Chronic Pleurisy.—Two varieties are recognised : 









































VIII. Pneumothorax.— ir alone is rarely present in the pleu- 
ral cavity, the latter almost always containing serum (sero- or hydro- 
pneumothorax), or, much more commonly, pus (pyopneumothorax) 
in addition to its gaseous content. 

Causes.—The most common cause is u perforation of the lung 
due to the rupture of a tuberculous cavity or cheesy focus (90 per 
cent of all cases), or of cavities due to inhulation pneumonia, ab- 
seees, gangrene, bronchiectasis, suppurating bronchial glands, hem- 
orrhagic infarctions, or hydatid cysts. It may be caused by perfo- 
ration of the lung by an empyema, or perforation of the pleural cavity 
by an air-containing subphrenic abscess or abscess or carcinoma of 
the esophagus. The growth of the gas bacillus in a pleural exudate 
is a rare cause; so also is the rupture of normal or emphysematous 
air vesicles, especially though not solely as the result of violent 
coughing or muscular exertion in lifting or straining, Penetrating 
wounds of the chest, including as a rarity exploratory puncture, may 
be responsible. It is most frequent in adult males, and most com- 
mon on the left side (2 to 1). 

—Rarely the onset may be gradual and without urgent 
aymptoms. Usually there are sudden and severe pain in the side, in- 
tense dyspnoea, often with cyanosis, and the pulse is frequent and 
weak. In the gravest cases, when the perforation is large and runs 
obliquely so that it has a valvular action, the pleural cavity becomes 
tensely distended with air, the lung is totally compressed, and symp- 
toms of collapse—syncope, sweating, subnormal temperature, and 
thready pulse—ensue, perhaps soon followed by death. 

The physical signs are characteristic, depending upon the simul- 
taneous presence of air and fluid in the pleural cavity, for in the 
large majority of instances pleurisy with effusion, seldom serous, usu- 
ally purulent, succeeds upon the perforation. The affected side is 
markedly distended and immobile. The vocal fremitus is diminished 
or absent. The percussion sounds are variable, depending partly 
upou the size and shape of the air-containing cavity, largely upon the 
degree of tension of the contained air and the presence or absence of 
an effusion. Over the fluid at the base there is dulness or flatness. 
Over the air there is naually a tympanitic note, often with a some- 
what amphoric quality; or there may be hyperresonance; or dull 
tympany (Skodaic resonance) ; or, when the tension is extreme, actual 
dulness—a fact to be remembered. Wintrich’s change of sound 
(page 438) or eracked-pot resonance may be elicited when there is a 
free communication between a bronchus and the pleural cavity. The 
transition from the upper limit of fluid dulness to the tympanitic 
area is abrupt, and movable dulness is more easily detected than in 

















DISEASES OF THE MEDIASTINUM, 958 


(1) Meprastinai Anscrss.—A rare condition, which may be 
actite, usually due to injury, less commonly to infectious diseases, 
especially erysipelas, smallpox, measles, and rheumatism; or chronic, 
generally of tuberculous origin; and is most frequently seated in the 
anterior mediastinum. The majority occur in males. 

Symptoms.—In acute abscess there is sharp, often throbbing, sub- 
sternal pain, with fever, perhaps also with chills, profuse sweats, 
and prostration. If the abscess is of sufficient size there may be 
eoqugh and dyspnwa from pressure. If, as may happen, the abscess 
points at an intercostal space, or erodes and perforates the sternum, 
a fluctuating and pulsating swelling may appear, or it may become 
palpable in the episternal notch. Previous to the appearance of a 
swelling, dulness upon percussion over the seat of the abscess may be 
the only physical sign. The pus may discharge into the trachea or 
esophagns after perforation, and in rare instances has made its way 
into the abdomen. A chronic abscess may afford signs similar to 
those of mediastinal growths. 

Differential Diagnosis.—A fluctuating and pulsating abscess may 
be differentiated from ancurism by the absence of diastolic shock, 
expansile pulsation, and murmur; and in the acute abscess by 9 his- 
tory of injury and the presence of chill, fever, and sweat. Explora- 
tory puncture with a fine needle is allowable. An acute abscess is 
separated from a mediastinal growth by the febrile symptoms; a 
chronic abscess, by puncture. In many abscesses, especially the 
chronic form, spontaneous cure occurs by inspissation of the pus. 

(11) Meprastisan Lyupxapenrris.—Inflammation of the me- 
diastinal lymph glands may be simple or suppurative. 

Simple—The glands are much swollen in influenza, pertussis, 
measles, tuberculosis, and broncho-pneumonia; and, to a lesser degree, 
in all inflammatory affections of the lungs and bronchi. Whether 
enlargement of these glands can be determined by the presence of 
dulness over the upper sternum, or over the upper part of the inter- 
scapular region and the dorsal vertebra as far down as the fourth 
(Guexeav ve Mussy), is open to question. 

Suppurative—Suppuration of the mediastinal glands is most 
commonly tuberculous, but may follow the preceding. There are 
no physical signs, but the pus may discharge, after perforation, by 
way of a bronchus or the esophagus, or, as in a reported case, per- 
forate the aorta. This condition is to be remembered as a possible 
explanation of a single profuse expectoration of pus during the 
course of pulmonary tuberculosis, as in a case under my care, 








second sounds of the heart. The usual points of maximum audi- 
bility, which often change with position, are in the fourth and fifth 

and the neighbouring parts of the sternum, or over the 
aortic area; less frequently at the apex or along the whole length 
of the sternum. As a rule, their audibility is limited to small areas; 
and they vary from time to time in position and character. The 
quality of the sound is described as grating, rubbing, whizzing, or 
creaking. There may be a pleuro-pericardial friction sound. 


suggest aortic ineompetency, but the superficial character of the 
pericardial rub, its variability, increased intensity upon pressure, and 
the luck of exact correspondence with the events of the cardiac cycle, 
together with the absence of cardiac hypertrophy and “shot” pulse, 
will separate it from the.valvular lesion. Very seldom there is a fine 
systolic crepitation at the base or the apex, due perhaps to abnormal 
dryness or calcareous changes of the pericardium without inflam- 
mation. 


Course and Prognosis —Plastic pericarditis is never fatal, but 
often constitutes the first stage of the sero-fibrinous form; or may 
cause (especially tuberculous) extensive thickening and adhesion. 

Ill. Sero-fibrinous Pericarditis. —This occurs most fre- 
quently as a sequel of plastic pericarditis in connection with acute 
rheumatic fever, sometimes preceding the articular symptoms, more 
rarely appearing without antecedent joint inflammations; also with 

pulmonary tuberculosis, and septiewmic conditions. 

Symptoms.—In many cases, usually those secondary to some 
already existing disease, the onset is insidious, with an ontire absence 
of subjective symptoms, In other, especially primary, cases there is 
precordial pain, discomfort, or distress, aggravated by pressure over 
the lower sternum. As effusion occurs, dyspnea, left-side decubitus, 
even orthopnea, become manifest. The face is cyanotic and anxious, 
the breathing is laboured, often irregular, the pulse small and perhaps 
paradoxical. Aphonia, irritative cough, dysphagia, and distention of 
the veins of the neck may result from the pressure of a large effusion. 
There is fever, usually irregular, and varying from 101° to 103°, In 
the graver cases there may be constant restlessness and persistent 
insomnia, followed by delirium, stupor, and coma. The condition 

may be such as to resemble delirium tremens, or the patient may 
exhibit great mental depression, 





























Pes thiee vr oes be purulent from the outset, particularly when 
due to tuberculosis, sepsis, or the acute infections. 

Symptoms, Diagnosis, and Prognosis.—The physical signs are 
identical with those of a serous pericarditis; so also are the symp- 


the purulent nature of the effusion. The prognosis is unfavoura- 
ble. The pus may discharge into the pleura, esophagus, stomach, 
or bronchi, 

V. Hemorrhagic Pericarditis,—The effusion of tuberculous 
or cancerous pericarditis, whether serous or purulent, is especially 
apt to be hemorrhagic, so also with the effusion occurring in those 
who are old, debilitated, or the subjects of scurvy, purpura, ete. 

tig, 3 


no recognisable symptoms indicative of the condition. But if, in 
addition, the chronic inflammatory process extends to the medias- 
tinal and pleural tissues external to the parietal layer of the peri- 
cardium, and the latter in consequence becomes adherent to the 
pleura and the chest walls (indurative mediastino-pericarditis), ex- 
treme cardiac hypertrophy and dilatation may result, especially in 
persons under 30 years of age. In some cases, especially in children, 
there may be an associated proliferative peritonitis, involving par 
ticularly the peritoneal covering of the liver and spleen. 

Demrbent The condition is often latent and discovered only 
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IX. Pneumopericardium.—Air in the pericardium is usually 
caused by a penetrating wound. Less commonly it is due to a per- 
foration from the lungs, especially of @ tuberculous cavity, or an 
empyema, or ulcerative or malignant disease of the esophagus or 
stomach; and in some cases to the growth of the gas bacillus in an 
existing pericardial effusion. The pericardium always becomes in- 
flamed as a result of a perforation, and effusion, usually purulent, 
results. The symptoms are substantially those of pericarditis with 
effusion. The physical signs, when gas and fluid coexist in large 
amount, are: An area of dulness over the fluid and of marked tym- 
panicity over the gas, the dull area changing its site and shape toa 
notable degree with a change of posture. The apex beat may be 
feeble or absent, and the heart sounds weak and distant. Friction 
sounds may be heard, together with the curious and characteristic 
splashing or “ water-wheel ” sounds (page 383). 


ll. DISEASES OF THE HEART 


1. Acute Endocarditis,—Acute inflammation of the lining 
membrane of the heart is usually confined to the valves, is almost in- 
variably a secondary process, and in many, if not all, cases is caused. 
by micro-organisms, cold and exposure predisposing. The most 
common organisms are the streptococcus, staphylococcus, pneumo- 
eoceus, and gonococeus; less frequently the diphtheria bacillus, 
Bacillus typhosus, Bacitlus coli, influenzw bacillus, and others. 

Clinically two forms are recognised, simple endocarditis and malig 
nant or ulcerative endocarditis, although the pathological process is 
practically the same in both and the differences are mainly in severity 
and malignancy. 

(I) Simple (Benign) Acute Endocarditis.—Cawses.—Most fre- 
quently associated with acute rheumatic fever, tonsilitis, chorea, 
pneumonia, scarlet fever, and phthisis; less commonly with small- 
pox, chicken-pox, typhoid fever, measles, erysipelas, and diphtheria. 
Occurs as an intercurrent or terminal event in the subjects of carci- 
noma, nephritis, gout, and diabetes; or during a chronic endocarditis. 

Symptoms,—Except in a small minority of cases the disease is 
latent, and there are no symptoms pointing to the heart. There may 
be fever, or an increase in that which may be already present as a part 
of the causative disease, with palpitation and increased frequency, 
possibly also irregularity, of the pulse. Praecordial pain and dyspnoea 
are of rare occurrence. The physical signs, unfortunately, are 
extremely unreliable. Unless there is hypertrophy or dilatation 
due to pre-existing valvular disease, or dilatation caused by an asso- 



















‘take place after a varying period. The latter can not 
¢ classed as malignant, but are examples of a severe al- 
endocarditis. : 
tic or Pywmic Type.—The symptoms are those of a pyemia 
and the attack usually occurs in connection with suppu- 
rating we acute necrosis, or puerperal infection. It may be an 

initial or a secondary event in the pywmic process, and indeed is 
an arterial pyemia, The cardiac symptoms may be overshadowed 
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Symptoms.—Clinically chronie endocarditis manifests itself as 
chronic valvular disease, and its symptoms are those of various dis- 
turbances and ultimate failure of the circulation. About one half 
of the cases follow rheumatic endocarditis, If the yalve segments 
are thickened, curled, and retracted they fail to close, and incompe- 
tency with regurgitation results; if the edges of the segments become 
adherent, sfenosis, with obstruction to the blood current, ensues. 
A diseased valve segment may rupture. 

Ill. Chronic Valvular Disease,—Sce also pages 332 to 338, 

(1) Aortic Incompetency.—Causes.—Ocecurs mainly in men of mid- 
dle age, and is due most commonly to prolonged and severe museu- 
lar exertion, alcohol, gout, syphilis, or lead, all of which may initiate 
slowly progressive deforming changes in the valve; less frequently 
to rheumatic endocarditis, rarely to rupture. Occasionally it is rela- 
tive, the aortie ring enlarging, either in consequence of aortic scle- 
rosis and dilatation or aortic ancurism, to an extent which prevents 
apposition of the segments, even though normal, Sclerosis of the 
aorta, often with atheroma and calcification which may involve the 
coronary arteries, is a frequent associated lesion. 

—In this lesion the left ventricle tends to be over- 
distended, and dilatation precedes hypertrophy. So long as the 
compensation is efficient there may be no cardiac symptoms; but in 
4 certain proportion of cases, even though compensation is main- 
tained, there may be dull precordial aching and oppression, or more 
frequently a sharper pain which radiates into the neck and the arms, 
the left shoulder and arm in particular. Paroxysme of true angina 
pectoris may occur. Dyspnaa, precordial distress, and palpitation 
often result from slight exertion, and vertigo, faintness, flashes of 
light before the eyes, tinnitus aurium, and a throbbing headache may 
be manifest, especially if the patient gets up quickly from a recum- 
bent posture. Occasionally there is redness and a feeling of heat in 
the skin, followed by copious sweating. 

When the heart begins to fail dyspnea, sometimes orthopnea, 
rarely with cyanosis, appears, especially at night. General anasarca 
is not of frequent occurrence, except when mitral incompetency co- 
exists, but edema of the lower extremities may be an early symptom, 
and is favoured by the marked anwmia which is commonly associated 
with aortic incompetency. Cough, pulmonary congestion or adema, 
and perhaps hemoptysis, may be present. Restless sleep and fre- 
quent distressing dreams are very common. Mental symptoms, such 
4s irritability, depression, or peevishness, are often present, and mel- 
ancholia or other forms of insanity, perhaps with suicidal propensi- 
ties, will appear in a small number of cases. In the later stages of 
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The foregoing combination of physical signs is essential for a 
i a8 a systolic mitral murmur occurs in yarious conditions 
unconnected with organic mitral valvular defects or relative incom- 
petency (page 373). Whether the insufficiency is due to deforma- 
tion of the valve, or is relative, can not always be determined. If 
it oceurs in the subjects of chronic nephritis, general arteriosclerosis, 
or aortic lesions, all of which cause hypertrophy and dilatation of the 
left ventricle, the mitral incompetence is probably relative. 

Prognosis.—Life may be prolonged for many years if compensa- 
tion is maintained. There are apt to be repeated breaks of com- 
pensation, each becoming more severe, ending with general anasarca, 
cardiae dilatation, and death, rarely sudden, usually from progressive 
weakness of the heart muscle. Not infrequently permanent arrhyth- 
mia follows the first rupture of compensation. 

(IV) Mitral Stenosis —Causes.—Narrowing of the mitral orifice 
is usually due to endocarditis, generally rheumatic; occasionally, per- 
haps, to the strain of whooping cough; is more frequent in females 
and in young rather than elderly persons. The most frequent form 
of constriction is the buttonhole opening, less commonly it is fannel- 
shaped. As a result of the narrowing the left ventricle remains of 
normal size, or becomes smaller, unless mitral incompetency coexists ; 
while the left auricle and subsequently the right ventricle and auricle 
become hypertrophied and ultimately dilated, with sequent tricuspid 
insufficiency and systemic venous congestion. 

Symptoms.—Except for a varying degree of dyspnoa and palpi- 
tation following unusual muscular exertion, there may be an entire 
absence of symptoms so long as compensation is good. There isa 
liability to attacks of recurrent endocarditis, and the resulting vegeta- 
tions may become detached and swept away, thus causing embolic 
phenomena, especially asphasia or aphasic hemiplegia, Paralysis of 
the left vocal cord, due to the pressure of the hypertrophied left 
auricle and simulating one of the effects of aortic ancurism, has been 
noted. Anwmia and left intercostal neuralgia are very common. 
When compensation is failing the resulting symptoms are practically 
those of mitral incompetency. There are more or less constant dysp- 
nova, frequent and arrhythmic pulse, cough, bronchitis, and conges- 
tion or edema of the lungs, with cyanosis, blood-stained expectora- 
tion, or occasionally hmmoptysis. ‘These symptoms are especially apt 
to oceur after severe muscular exertion, and there may be frequent 
recurrences. (Edema of the lower extremities and general anasarca 
are not common unless tricuspid inaufliciency coexists. Late in the 
disease ascites may occur, especially in children, and is associated 
with great swelling of the liver. An enlarged, perhaps pulsating, 
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to exist, the presence of a presystolic mitral murmur ot poi 
evidence of mitral stenosis (see (2), page 373). 

Prognosis.—Ultimately Sntaoahia, sibel paeeaeees 
many years may elapse before death occurs by gradual failure of 
wr). Aceap osayotency Caveat Karly. tals 


(v) Rarely this i 
the valve segments becoming deformed as a result of right-heart 
endocarditis during festal life or im early childhood; as a rule it is 
relative and secondary to left heart, especially mitral, valvular dis- 
ease, or to interstitial pneumonia and emphysema. . 

‘The symptoms are largely dependent upon the causa- 
tive valvular or pulmonary disease, and are for the most part the 
evidences of stasis in the lungs and systemic veins, 

Physical Signs.—The characteristic and indubitable signs of tri- 
cuspid regurgitation are: systolic pulsation in the jugulars, especially 
the right; swollen and pulsating liver; and the presence of a soft, 
low aystolic murmur over the lower sternum ((d), page 377). The 

pulmonary second sound is accentuated, the cardiac dulness is in- 
creased to the right, and there is epigastric pulsation. 

(VI) Tricuspid Stenosis.—This may es either congenital, and 
combined with other defects of development, or acquired, occur- 
ring as a secondary result to left-heart lesions. It is most com- 
monly associated with mitral stenosis (both largely due to rheumatic 
endocarditis), leas frequently with aortic incompetency, and is very 
rare as a primary and isolated condition. It occurs in females rather 
than males (5 to 1). The symploms are those of the associated valyu- 
lar defects. Facial cyanosis and extreme anasarca are terminal eyi- 
dences. 

Physical Signs.—There may be a presystolic thrill over the tricus- 
pid area; the area of cardiac dulness is enlarged to the right; and 
a presyatolic murmur may be heard ((a), page 377). A positive 
diagnosis is rarely practicable, unless it is an isolated lesion, because 
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of which, either by producing organic narrowing or by causing pro- 

contraction of the arterioles, heighten the arterial pressure 
and create an obstruction to the work of the left ventricle ; congeni- 
tal narrowing of the aorta, anourism of the same vessel, or stenosis 
caused by external pressure upon it; persistent overaction of the 
muscle as in the tachycardia of exophthalmic goitre, the tea, coffee, 
and alcohol habits, or long-continued neurotic palpitation; and 
habitual excessive eating and drinking, especially the drinking of 
enormous quantities of beer. Prolonged and sevore muscular work 
is an additional and sometimes important factor. 

Many of these causes operate to produce varying degrees of simul- 
tancous right ventricular hypertrophy. 

(2) Right Ventricular Hypertrophy.—May be due to mitral steno- 
sis and mitral incompetency; and emphysema, chronic interstitial 
pneumonia, or extensive pleural adhesions, all of which raise the 
pressure and increase the resistance in the pulmonary circuit. Valv- 
ular lesions on the right side, especially pulmonary stenosis, will 
also cause hypertrophy of the right ventricle, 

(8) Auricular Hypertrophy.—This is always conjoined with dilata- 
tion, and when affecting the deft awricle occurs in mitral incompe- 
tency or mitral stenosis, especially the latter; when affecting the 
right auricle, it is found in all conditions which raise the pulmonary 
blood pressure (see (2) preceding); and in tricuspid or pulmonary 
incompetence or stenosis. 

Symptoms.—As a rule the condition—almost invariably conserva- 
tive—is subjectively latent until the hypertrophied muscle can no 
longer respond to the demands upon it and ruptured compensation 
becomes manifest. The earlier symptoms of well-marked hypertro- 
phy, especially of the left ventricle, consist of an indefinite sense of 
precordial discomfort or fulness, most marked when lying upon the 
left side. The sensation is seldom that of pain, and palpitation or a 
consciousness of the overaction of the heart is usually not perceived 
except when the patient is neurasthenic or addicted to the overuse 
of tobaceo, There may be a sense of fulness or throbbing in the 
head, headache, flushing of the face, carotid throbbing, vertigo, tin- 
nitus aurinm, flashes of light, exophthalmos, and epistaxis. General 
arteriosclerosis is a frequent concomitant event, cither as cause or 
result of the hypertrophy, and broncho-pulmonary or cerebral hemor- 
thage, due to rupture of the sclerotic smaller vessels by the increased 
force of the heart, may occur. 

(1) Physical Signs of Left Ventricular Hypertrophy.—The precor- 
dium may be prominent, especially in children, and an extensive 
impulse is visible. On palpation the impulse is characteristically 
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pertrophy, always combined with dilatation, of the left auricle,are 
few and indefinite. There may be dulness to the left of the sternum 
in the 34 or 2d interspaces, with a presystolic impulse or wave 
in the 2d space, The presence of left auricular enlargement may 
always be inferred if the presystolie murmur of mitral stenosis is 
heard, or if mitral incompetency exists. 

Hypertrophy, never without dilatation, of the right auricle, is 
secondary to incompetency or stenosis of the tricuspid valve with 
associated right ventricular hypertrophy and dilatation. There is 
dulness in the 8d and 4th interspaces to the right of the sternum, 
often with a presystolic wavy pulsation in the same area, systolic 
jugular pulsation, and evidences of general yenous engorgement. 

Differential Diagnosis.—Chronic interstitial pneumonia, phthisis 
with fibrosis and retraction, and chronic dry pleurisy (all on the left 
side) may, by uncovering the heart, give rise to an extensive area of 
pulsation, which is ut times mistaken for hypertrophy. The less 
forcible and less heaving impact, together with the evidences of pul- 
monary disease, will enable a differentiation; so also with the unusu- 
ally marked impulse often found in deformities of the chest. 

The increased area of dulness caused by aneurism, pericardial 
effusion, and mediastinal growths, may simulate that of hypertrophy, 
but a careful consideration of the physical signa will usually suffice to 
exclude these conditions. Displacement of the apex beat by extra- 
cardial lesions can generally be discriminated by the absence of a 
forcible, heaving impulse or of an increased, although shifted, area 
of dulness. Hypertrophy may be quite overlooked or impossible of 
recognition in hypertrophic emphysema. 

V. Dilatation of the Heart.—The walls of a dilated heart 
are either thicker or thinner than normal, while the size of the eavi- 
ties is increased out of proportion to the thicknoss of their walls. 
Tf the heart walls are thick and their muscular power ample to sus- 
tain the circulation, a considerable inerease in the size of the cham- 
bers may exist, which is properly termed eccentric hypertrophy 
(page 970) rather than dilatation. 

Causes.—Dilatation depends upon two general causes: (1) in- 
creased endocardial pressure, and (2) weakness of the heart walls. 

The causes of increased pressure are practically the same as those 
of hypertrophy (page 970). Whether dilatation or hypertrophy will 
reenlt from the greater tension depends in part upon the suddenness 
and severity of the strain. Dilatation is more apt to result from an 
abrupt and intense increase of pressure; hypertrophy from slighter 
but persistent strain. If the heart walls are weakened from myo- 
cardial inflammation or degeneration, or other cause, they will yield 
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A pulsation in the 3d interspace to the right of the sternum, systolic 
if there is tricuspid regurgitation, is indicative of right auricular 
dilatation. Pulsation, either systolic or pre-systolic, in the 2d space 
to the left of the sternum, may be manifest, and if pro-systolic, has 
been affirmed and denied as an evidence of left auricular dilatation. 

Differential Diagnosis.—Dilatation requires to be distinguished 
from hypertrophy and from large pericardial effusions. 

(1) Cardiac Hypertrophy.—A slow, strong, heaving impulse, a dis- 
tinct although large and rounded apex beat, lying downward and to 
the left, and the presence of a dull, prolonged, and loud first sound, 
with an accentuated second sound, are usually sufficient to announce 
hypertrophy rather than dilatation. 

(2) Pericardial Effusion—See page 956. 

VI. Fatty Heart.—Two varieties are recognised: fatty degen- 
eration of the muscular fibres, and fatty infiltration or overgrowth, 
an increase of the normal subpericardial fat, 

(1) Fatty Degeneration —Occurs in connection with carcinoma, 
phthisis, prolonged infections fevers, severe acute or chronic anw- 
mias, phosphorus poisoning, disease of the coronary arteries, peri- 
carditis, old age, and cardiac hypertrophies in general. In all these 
instances there ig defective nutrition of the heart muscle. 

The symptoms and signs, so long as dilatation does not occur, are 
negative; and when present are practically those of dilatation, either 
acute after seyere muscular exertion or chronic and slow in their 
onset. There may be syncopal or anginal attacks, or seizures of 
cardiac asthma, especially in the early morning hours; and periods 
of bradycardia, pseudo-apoplectic attacks, Cheyne-Stokes breathing, 
and delusional or maniacal mental states. Dyspnea, palpitation, and 
a small and irregular pulse are common, the heart sounds may be 
weak with a galloping rhythm, and the apical systolic murmur of dila- 
tation may develop. None of these signs and symptoms are distine- 
tive, as they occur also in chronic myocarditis, and a diagnosis of 
fatty degeneration is rarely more than probable. 

(1) Fatty Infiltration—This is almost always a part of general 
obesity, affecting men rather than women, and occurring usually be- 
tween 40 and 70 years of age. No symptoms are present until dila- 
tation occurs, after which there may be bronchitis, vertigo, and pseudo- 
apoplectic and syncopal attacks, with feeble pulse and heart sounds. 

The diagnosis depends upon the presence of obesity, plus the evi- 
dences of cardiac weakness. 

VIL. Myocarditis.—Two varieties: acute and chronto. 

(I) Acute Myocarditis —(1) Acute circwmscribed myocarditis or 
abscess of the heart occurs in pyemia, diphtheria, typhoid feyer, 
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(2) Cases in which there are cardiae arrhythmia, shortness of 
breath on exertion, attacks of cardiac asthma, sometimes anginal 
Sn a ee ee es 

and occasionally marked mental symptoms. These are the cases in 
which the condition may be strongly suspected, and, in some instances, 
diagnosed. It is rarely possible to make a distinction between the 
fatty and fibroid heart. 

“ (3) Cases in which there are cardiac insufficiency and symptoms 
of dilatation of the heart. Dropsy is often present, and with a loud 
murmur at the apex it may be difficult, unless the case has been 
seen from the outset, to determine whether or not a valvular lesion 
is present.” 

VU. Aneurism of the Heart.—The ancurism may involve 
either the valves of the heart or its walls. The former results 
from acute endocarditis, which softens or erodes one or more cusps, 
causing thinning and bulging or actual perforation of the segment, 
in the latter case with consequent incomptency. Ancurism of the 
wall usually affects the apical portion of the left ventricle, and is 
cansed most commonly by chronic myocarditis, less frequently by 
acute endocarditis, pericarditis, or gumma. In well-marked cases 
the thinned portion of the wall projects sufficiently to constitute a 
rounded tumour which may equal the heart itself in size. The heart 
may rupture. The physical signs are not in the least distinctive, 
There may be a visible pulsating swelling in the region of the apex, 
occasionally with pressure perforation of the chest wall; but as the 
condition is rare and the physical signs are practically those of car- 
diac hypertrophy or dilatation, a positive or even a probable diagno- 
sis during life is exceedingly infrequent. 

1X. Rupture of the Heart.—Rare, and usually takes place 
in the anterior wall of the left ventricle, most commonly as a result 
of fatty or fibroid degeneration, less frequently gumma, abscess, or 
acute coronary embolic softening. The usual immediate cause is 
overexertion. In most cases this accident is immediately fatal. If 
life is prolonged, as it’ may be for several hours or even days, there 
will be intense precordial pain and oppression, with the symptoms 
of internal hemorrhage (page 166), The physical signs of pericar- 
dial effusion rapidly develop. 

X. Cardiac Neuroses.— These are palpitation, tachycardia 
(page 392), bradycardia (page 394), arrhythmia (page 396), and 
angina pectoris. 

(I) Palpitation—This is sn overstrong and usually too frequent 
action of the heart, either regular or irregular, of which the patient 
is uncomfortably conscious. The presence of the subjective sensa- 
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emotion, c distention or disturbance, and exposure to cold. 
The in the great majority of cases, affect men, usually over 
40 years of age. 

Spapteme:-Thssbtack boxina suddenly, with pain, usually intense 
and excruciating, in the region of the heart, The pain radiates into 
the neck, the left shoulder, and down the arm to the fingers, some- 
times to the right arm and down the body. There is also a sense 
of cardiac constriction, often with coldness and numbness of the 
precordium and the fingers. The face is pale or ashy gray and be- 
trays a feeling of intense anxiety. ‘The face and body are often coy- 
ered with large drops of cold perspiration. A sense of impending 
death is a usual and characteristic symptom. There may or may 
not be dyspnea, sometimes associated with wheezing or asthmatic 
breathing. The arterial tension is usually increased, and while the 
action of the heart may be arrhythmic, it is often regular and normal. 
The patient may be restless, but more commonly holds himself quiet 
and passive in fearful expectation of what may happen. 

The attack lasts from a few seconds to two minutes, and often 
terminates with eructations, nausea and vomiting, or the voiding of 
a large quantity of clear pale urine. 

Variations and Course.—There is much variation in the severity 
of the ailment in different persons and in the same person at differ- 
ent times. The milder cases present precordial oppression and dis- 
comfort, with slight cardiac pain radiating to the neck and arm ; and 
there are all grades between this and the severe seizures previously 
described. Death may occur in the first attack; or there may be 
frequent paroxysme for a number of successive days; or the seizures 
may be few and spread over many years. 

Differential Diagnosis.—An attack of severe cardiac pain hay- 
ing the characteristics previously noted is probably a true angina, 
but if in addition there are evidences of arteriosclerosis or aortic 
valvular lesions, and the seizure occurs in men over 40 years of 
age, it is without a doubt true angina pectoris. A positive diag- 
nosis can not be made in the slighter painful manifestations unless 
arterial and valvular lesions are recognisable. Confusion may arise 
in connection with the following conditions: 

(1) Locomotor Ataxia.—The girdle sensation and sharp neuralgic 
pains of locomotor ataxia if seated in the thorax, and especially if 
aseociated with arteriosclerosis, may bear a rather close resemblance 
to the milder forms of true angina, but the presence of the Argyll- 
Robertson pupil and disorders of co-ordination, with the absent 
patellar reflexes, will declare for the former. Moreover, the attacks 
in this case are often independent of exertion or other exciting cause. 
















|(@):Diaghoste!—"The cardiual physical signs of congenital cardiag 
isease in children are cyanosis, murmurs, and right ventricular 
ypertrophy—a combination which permits diagnosis of a congenital 
sion. The murmor in two thirds of the cases is systolic, usually 
‘ud and rough, and most intense over the pulmonary area. The 
ght ventricle is hypertrophied because, under fotal conditions, the 
alk of the work falls upon it, and eee malformations 
wvolve a continuance of the prenatal task. 
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“ Diagnosis of Congenital from Anamic Murmurs.—This is often 
a more difficult matter than to decide between congenital and ac- 
quired disease. From a murmur alone one should be very cautions 
in making a diagnosis of cardiac malformation in a very anemic 
infant. Anemiec murmurs are systolic, basic, unaccompanied by en- 
largement of the heart; usually heard in the carotids, often in the 
subclavian arterios, but are seldom so loud as thoze due to malforma- 
tions. In some cases it may be necessary to watch the effect of 
treatment or the course of the disease before deciding the question.” 

(B) “ (1) In childhood, loud, rough, musical heart murmurs, with 
normal or only slight increase in the heart dulness, occur only in con- 
genital heart disease. The acquired endocardial defects with loud 
heart murmurs in young children are almost always associated with 
great increase in the heart dulness. In the transposition of the 
large arterial tranks there may be no cyanosis, no heart murmur,and 
an absence of hypertrophy. 

*(2) In young children heart murmurs with great increase in the 
eardiac dulness and feeble apex beat suggest congenital changes. 
‘The increased dulness is chiefly of the right heart, whereas the left 
is only slightly altered. On the other hand, in the acquired endo- 
carditis in children, the left heart is chiefly affected and the apex 
beat is visible; the dilatation of the right heart comes late and does 
not materially change the increased strength of the apex beat. 

“(3) The entire absence of murmurs at the apex, with their evi- 
dent presence in the region of the auricles and over the pulmonary 
orifice, is always an important clement in differential diagnosis, and 
points rather to septum defect or pulmonary stenosis than to endo- 
carditis. 

“ (4) An abnormally weak second pulmonic sound associated with 
4 distinct systolic murmur is a symptom which in early childhood is 
only to be explained by the assumption of a congenital pulmonary ste- 
nosis, and possesses therefore an importance from a point of differen- 
tial diagnosis which is not to be underestimated. 

“(5) Absence of a palpable thrill, despite loud murmurs which 
are heard oyer the whole precordial region, is rare except with con- 
genital defects in the septum, and it speaks therefore against an 
acquired cardiac affection. 

(6) Loud, especially vibratory, systolic murmurs, with the point 
of maximam intensity over the upper third of the sternum, asso- 
ciated with a lack of marked symptoms of hypertrophy of the left 
ventricle, are very important for the diagnosis of a persistence of the 
ductus Botalli, and can not be explained by the assumption of an 
endocarditis of the aortic valve.” 
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mon. oa be vertigo {a frequent aymptom), headache, and 


the lodgment of small fibrinous emboli from the roughened aorta. 
Cerebral hemorrhage may occur, the brittle arteries, often the seat 
of miliary aneuriams, suddenly rupturing. (4) Because of oblitera- 
tion, thrombosis, or embolism of peripheral arteries, gangrene of the 
extremities may ensue. (5) Due to sclerosis of the vessels on the 
splanchnic area there may be attacks of severe pain in the upper 
abdomen, lasting from a few minutes to an hour, perhaps recurring 
several times a day. Such attacks may alternate with, or accompany 
or be part of, angina pectoris, and are precipitated by the same causes 
as the latter. (6) Involvement of the spinal arteries in the sclerotic 
process is responsible for senile paraplegia. 

In tho acuée form, due to hemorrhage or thrombosis of these 
arteries, there is a rather sudden paralysis of both legs, with little or 
no pain. The loss of power may be marked, with little ataxia; or 
slight, with well-developed ataxia, depending (Dana) upon whether 
the central or the postero-lateral arteries are the more involyed. 
Improvement is usual, but relapses are frequent. 

‘The chronic form occurs especially in heayy-weights and gouty 
high-livers. Granular kidneys or diabetes, or both, are apt to coexist. 
There is a slowly progressive weakness of the legs, often with numb- 
ness and some pain upon exertion. The patient complains of aw 

sense of weariness after mental or physical effort. At 
first the disturbance of the gait amounts to no more than a shuffling 
or dragging of the fect; but after a time it becomes difficult to go up 
or down stairs, or, finally, to walk at all. The prognosis is bad. The 
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where. The arteries may be hereditarily of poor quality. Aneu- 
risms occur more frequently in men than in women, and most com- 
monly between 30 and 50 years of age. 

According to their site the following varieties of aneurism are 
clinically recognisable, Of all arteries the aorta is most commonly 
the seat of aneurism. Aneurisms of the thoracic aorta outnumber 
those of the abdominal sorta by about 20 to 1. 

Ill. Aneurism of the Thoracic Aorta.—A majority of tho- 
Tracie aneurisms ure saccular and involve the ascending portion of the 
arch, starting not infrequently at the very root of the vessel. Next 
most frequent are those of the transverse and descending portions of 
the arch and the descending thoracic aorta, in the order of mention. 

Symptoms.—Depending upon the size, site,and direction of growth 
of the aneurism, the condition may be Jatent, even with large dila- 
tations, or may be manifested by distinct pressure effects, with or 
without external physical signs. One does not usually realize, with- 
out looking at a cross-section of the chest (Fig. 268), that a transverse 
line touching the anterior surface of the bodies of the dorsal vertebrae 
lies about at the middle of the antero-posterior diameter of the thorax, 
Thus if a thoracie aneurism grows posteriorly there is ample space 
for the development of a large sac without causing external pulsation. 





Fro. 268.—Crossaection of thonux. 


Aside from the physical signs, later to be described, the most promi- 
nent general pressure symptoms are pain, dyspnosa, cough, changes in 
the voice, and dysphagia. In greater detail these and other symptoms 
ure as follows: : 

Pain, which, although variable, is usually an early and constant 
symptom, is apt to occur in paroxysms. It may be steady and boring, 
often very severe if pressure-erosion of bone is occurring; frequently 
it is sharp, radiating, and neuralgic, and is reflected to the neck or 
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tion, firm pressure with the fingers of one hand in front, opposed by 
the other hand placed posteriorly, may develop it to the accustomed 
touch. There may be a systolic thrill; and diastolic shock, often 
well marked, is an important physical sign. The apex beat may be 
earried downward and to the left, most commonly by reason of the 
pressure of a large aneurism ; cewagsahceots Pee as Eh 
eardiac hypertrophy due to overwork. 
Percussion 


percussion sound is flat and resistant, and the area of dulness varies 
in position according to the seat of the aneurism, as will be subse- 
quently described. Avuscultation may reveal a systolic murmur, 
largely dependent upon the thickness and irregularities of the 
fibrinons layers, loudest over the aneurismal sac, and transmitted to 
the arteries of the neck, but which, taken alone, is of little diagnostic 
yalue. When «double murmur is heard the diastolic component is 
usually due to coexisting relative or organic aortic insufliciency. 
Unless the murmur of the latter replaces it, the aortic second sound 
is, in aneurisms of the arch, accentuated, ringing and snappy—the 
auditory equivalent of the palpable diastolic shock—an important 
diagnostic sign. Occasionally a diastolic murmur alone may be 
heard, and perhaps also a systolic whiff in the trachea, The puise, 
in the arteries beyond the sac, is delayed and altered in character, so 
that if the innominate is involved the beat of the right radial may be 
appreciably later than that of the left; but if the dilatation is beyond 
the innominate the converse is true. Tracheal tugging (page 282), 
an extremely useful sign in otherwise obscure cases, may be detected. 

Diagnosis.—(1) Of the Aneurism—In the cases which present 
well-marked pressure symptoms plus a pulsating swelling, the diag- 
nosis can, as a rule, be safely made, especially if arteriosclerosis is 
present or its causes operative, and the patient is between 30 and 45 
years of age. But if the aneurism is small or deep-seated, or if 
pressure symptoms alone, without physical signs, are present, par- 
ticularly when slight, scanty, or indefinite, the diagnosis is always 
difficult and may be impossible. 

(2) Of its Site-—In the ascending portion of the arch the physical 
signs often predominate—e. g., external tumour and dulness, mani- 
fest usually to the right, rarely to the left, of the sternum, over the 
2d and 3d interspaces. The veins of the neck, head, and upper 
extremities may be swollen from pressure upon the superior cava; 
occasionally there is @dema of the right arm alone from pressure on 
the subclavian; und there may be swelling of the lower extremities 
if the aneurism is sufficiently large to compresa the inferior cava! 
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symptoms are eaten 
The pa oni (Dynamic) Putsation of the Aoria—A, case of this 
kind came under observation, in which at first there was mach un- 
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actual swelling in the episternal notch and behind the right sterno- 
mastoid muscle ; the heart sounds, especially the aortic closure, were 
sbrionmlly distinct and accentuated, and there was a systolic bruit ; 
but, on 1 lg eeayiheranipareaie priser Seog t 9 
ote thecal preemaderay retinal pulsation, throbbing in 
head, paroxysms of (200 und over), and many neu- 

rt manifestations. At the present time the throbbing has prac- 
tically disappeared, coincidently with improvement in the pre 
panes of the vasomotor nerves—an improvement to whieh the 
of suprarenal extract has been distinctly contribu- 


tory. 

(5) Other Conditions.—Displacement of the heart and aorta by 
tuberculous or other retraction of the right lung, or by lateral 
curvature of the spine, may cause a strong pulsation to the right of 
the sternum. If an ancurism compresses a bronchus, causing bron- 
chiectasis or abscess, with cough and fever, it may be mistaken for 
tuberculosis, but the absence of bacilli and the presence of other 
signs and symptoms of aneurism will usually prevent this error. 

Terminations and Prognosis.—The aneurism may perforate ex- 
ternally and terminate fatally by repeated small, or sudden and large, 
hemorrhages, or rupture into the pleura, pericardium, superior cava, 
trachea, bronchi, lung, or esophagus, or death take place by asthenia. 
‘The prognosis is always bad, although life may be prolonged, under 
constant threat of sudden death, for a number of years. 
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taneous cure the prognosis is grave, death resulting in most cases 
from rupture into the pleura, peritoneum, or retroperitoneal tissues 
and intestines, especially the duodenum, compression of the spinal 
cord, closure of the vessel by deposits of fibrin, or intestinal infarc- 
—_ from embolism of the superior mesenteric artery (Osuxx). 

V. Aneurism of the Splenic Artery.—A diagnosis is rarely 
posuibla: The symptoms resemble those of gastric ulcer, vis., epi- 
gastric pain, vomiting, and hematemesis. There may be a tumour in 
the left hypochondriam, or apparent increase of splenic dulness. 
‘The tumour may pulsate and present « systolic bruit. 

VL. Arterio-venous Aneurism.—<An aneurism of the ascend- 
ing portion of the aortic arch may open into the superior vena cava. 
The physical signs, in addition to those of the aneurism proper, are 
the abrupt development of venous distention, edema, and cyanosis 
of the head, neck, arms, and upper thorax. There may be a thrill, 
and a humming or buzzing murmur, continuous, but intensified dur- 
ing the systole of the heart. 


SECTION V 
DISEASES OF THE BLOOD AND DUCTLESS GLANDS 


Preparep py Henry P. Dg Forest, M, D. 


I, ANAEMIA 


A pIsEase of the blood characterized by a reduction of the 
amount of the blood as a whole, or of the cells, or of the hwmo- 
globin or albumin. Two forms are recognised: secondary and pri- 


mary. 
I. Secondary Anzmia.—Causes.—Any condition or disease 
which abstracts the blood from the body or deprives it of any one of 
its easential ingredients may cause a secondary anemia, such as acute 
and severe or gradual and long-continued hemorrhages (gastric or 
intestinal ulcers, bleeders); or the drain upon the albuminous ingre- 
dients of the blood due to nephritis, prolonged lactation, tuberen- 
losis, suppuration, or malignant neoplasms; or inanition from any 
cause; or the action of poisons, either inorganic, such as mercury 
lead, antimony, arsenic, or the organic poisons of malaria or syphilis. 
High temperature (fever, sunstroke) interferes with the action of the 
hematopoietic organs. Blood Ezamination—In hemorrhages the 
red cells are diminished in number and size and there is a moderate 





























ders; he falls! into prostrate and half-torpid | aia euaavionge 
expires; nevertheless, to the very last, and after a sickness of several - 
months’ duration, the bulkiness of the general frame and the amount 
of obesity often present a most striking contrast to the failure and 
exhaustion observable in every other respect.” 

Palpitation (common), hwmie murmurs (constant), visible arte- 
sia) pelastion, fall water-hammer pulse, a capillary and, not infre- 
quently, a venous pulse are the principal circulatory symptoms. 
Hemorrhages, petechial or ecchymotic, in the skin, mucous mem- 
branes, and retina are not infrequent. Anorexia, dyspepsia, nausea, 
vomiting, diarrhma, becoming progressively worse, are nearly always 
present. The specific gravity of the urine is low and the colour 
pale. Not infrequently the excess of iron and the resulting colour- 
ing matter in the liver and other parts of the body produce an excess 
of urobilin and make the urine a dark sherry red. The body is 
rarely emaciated. The complexion is pale, smooth, waxy, and of 
a marked lemon-yellow colour. 

Hamat Symptoms.—The red corpuscles are notably diminished ; 
even to 160,000 per cubic millimetre. The hemoglobin is relatively 
inereased—a condition exactly opposite to that found in chlorosis 
and in some of the secondary anemias. A constant symptom is a 











inal ascites may develop. Bpistaxis is vonmnsionphaeeaoplysliinaras 
hwmatemesis (not common) may be the first symptom, and the loss 
of blood go great as to cause death, Bleeding gums, extensive pur- 
pura of skin and mucous membranes, leucemic retinitis, and intra- 
cranial hemorrhages have been recorded. 

Gastro-intestinal symptoms often develop early in the diseuse. 
Besides hematemesia, intestinal hemorrhages may. occur, or a dysen- 
teric process develop in the colon. Nausea and vomiting are carly, 
frequent, and persistent symptoms. Jaundice occasionally occurs, 
and diarrhea (even fatal) is not infrequent. Toward the end of the 
disease pulmonary wdema or pneumonia may develop and be the im- 
mediate cause of death. The movements of respiration may be 
restrieted because of the mechanical pressure of the 
spleen. Dyspnoa, an early and characteristic symptom, is due to the 
anwmia; so also are the headache, dizziness, or fainting spells fre- 

quently observed, As a rule the organs of special sense suffer more 
severely than does the general nervous system. With the oecur- 
rence of intracranial extravasation of blood various sensory or motor 
disturbances arise according to the location of the exudate; coma 
(rare), deafness (common), and optic neuritis (rare) are the chief 
symptoms recorded. Priapism is not infrequent. There is no con- 
stant urinary symptom. H«ematuria (occasional) and an excess of 
uric acid, nearly always present, seem to bear a direct relation to the 
size of the spleen and to the excess of leucocytes. 

An extraordinary hyperplasia of the red bone marrow occurs in 
this form of the disease, and as a result the internal tension in cer- 
tain of the long and flat bones (sternum, ribs) may become so great 
that nodular tumours develop along the course of the bone. These 
swellings may be sensitive to the touch or even become the seat of 
more or less inflammation. The change in the bone marrow is char 
acteristic of this type of the disease, for from this source arise the 
abnormal forms of leucocytes (myelocytes) which are diagnostic of 
leucwmie blood. By many, indeed, the disease is called “myeloge- 
nous lonewmia,” and it is held by some that the rdle played by the 
spleen is purely passive. 

Hemal Symptoms.—Although anemia is not a necessary symp- 
tom, it sooner or later appears, and the changes which can then be 
observed in an accurate hemanalysis constitute the most character- 
istic evidence of the disease. The leucocytes are enormously in- 
creased, in some instances even exceeding the erythrocytes in num- 
ber, those which are derived from the red bone marrow (myelocytes) 
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(or but slight) in the number of leucocytes, and with the formation 
of lymphoid growths in the liver, spleen, and other organs. 

About one third of all cases of Hodgkin's disease occur in per- 
sons under 30 years of age; one third between 30 and 40; three 
fourths in males. The true nature of the discase is unknown, but 
it may prove to be of infee- 
tious origin. 

Clinically psendo-leuce- 
mia bears a close resemblance 
to lymphatic tuberculosis 
(tuberculous adenitis) and 
primary lympho - sarcoma. 
Many good observers believe 
it to be simply a peculiar 
form of tuberculosis of the 
lymph-glands. But the view 
is apparently gaining ground 
that Hodgkin's disease is a 
specific entity, and that, 
when tuberculosis is present, 
it is often a terminal infec- 
tion. The studies of Reed 
and Simmons tend to prove 
that the enlarged glands in 
this disease present distinct- 
‘ive histological character- 

~ istics, which allow them to 
be differentiated by the ex- 
pert microzeopist. Moreover, 
in a large majority of the 
cases, tubercle bacilli are not 
to be found in the glands, the 
results of inoculation experi- 
ments are negative, and, in . SSS 
typical examples of the dis-  ¥, do-leuowinifa (Hodghtin’s dtheano). 
ease, tuberculin causes no re- M. EB. IL case, Photograph by De Forest. 
action. 

Symptoms.—Enlargement of the cervical glands is usually the 
first symptom noticed. Next in order of frequency the axillary, 
inguinal, and, ultimately, all the lymphatic glands of the body, both 
deop and superficial, progressively enlarge. In women the chain of 
glands in direct communication with the breasts may first attract 
attention. Primarily the glands are isolated and easily movable; 
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Digestive symptoms are not marked. Dysphagia may be present 
from pressure upon the gullet or ulceration of the mucous mem- 
brane. Pressure or irritation of the sympathetic may cause irregu- 
larity of the pupils, or bronzing or pigmentation of the skin; the 
latter may be caused also by interference with the capillary circula- 
tion. Intense itching sometimes occurs, 

Fever is usually more or less marked, even from the onset of the 
disease. It may be of a hectic type, or simulate the paroxysms of 
malaria. Apyrexia, for periods of a week or so, alternating with 
fever, has occasionally been noted. 

Diagnosis.—Progressive enlargement of the lymphatic glands and 
of the spleen, together with a nearly normal state of the blood, con- 
stitute the distinctive complex of psendo-leucwmia. It may require 
discrimination from the following conditions: (1) Tuderculous ade- 
nitis, especially of the cervical group of glands, is at first extremely 
difficult to differentiate, The tuberculous process is more common 
in the young, and involyes the submaxillary group more frequently 
than the glands lying in the anterior and posterior cervical triangles, 
which are usually first to be involved in Hodgkin’s disease. Tuber- 
culous glands, moreover, even when very small, tend to become fused 
into a firm mass, and suppuration develops early. In tuberenlosis of 
the cervical glands one side only may be affected; in psendo-leuce- 
mia both sides are usually involved. Removal of the glands and 
inoculation experiments, or the tuberculin test may be necessary to 
make a positive diagnosis. (2) Syphilitic adenitis may present the 
same gross appearance, but the history and the ready response to 
treatment will serve for differentiation. (3) Leucamia, expecially of 
the myelogenous type, is, as a rule, readily distinguished from pseudo- 
leucemia by hemanalysis, though the gross anatomical changes may 
be indistinguishable. Rare cases have been observed in which pseudo- 
Jeucwmia has ultimately merged into leucwmia by transitional changes. 
(4) Splenic anemia may be at times confused with Hodgkin’s disease, 
but careful examination of the blood will enable a correct diagnosis. 
(5) Lymphosarcoma, for differentiation, requires a skilled microscop- 
ical examination of an excised gland. 

Prognosis.—The duration of the disease varies from a few months 
to several years, but practically all cases die. The usual causes of 
death, in the order of frequency, are asthenia, pressure, and coma, 


IV. PURPURA 


Syaprous.—The essential feature of this condition is the appear- 
ance upon the skin or mucous membranes of minute punctate ex- 
trayasations of blood beneath the skin (petechis), or larger and more 

















in the terminal stages, marked by purpura, as in Hodgkin's disease, 
chronic nephritis, tuberculosis, scurvy, or even in general debility. 
Neuwroses such as hysteria (stigmata), Raynaud’s disease, locomotor 
ataxia, myelitis, and, at times, severe neuralgins, may show this symp- 
tom. Mechanical causes followed by venous stasis | (ehpoping ona, 
yesre weal epilepsy) may give rise to blood extrayasations. 

Arthritic Purpura.—This form, known piper tea 
Pre shire are yr certain joint affections, 
and may be classed under three groups: 

(1) Purpura Simplex—tThis is most common in children, and is 
characterized by more or less pain, petechi® or eechymoses on the 
legs (common) or trunk (rare), fever (usually slight), diarrhosa (ocea- 
sional), and rheumatism affecting the joints (common). 

(II) Purpura Rheumatica.—Schinlein’s disease is characterized by 
multiple arthritis and an eruption, cither a simple urticaria or a dis- 
tinet purpura, sometimes a combination of the two (purpura urfi- 
caris). It is often ushered in with sore throwt and fever. (Edema 
may be excessive and general, and bloody blebs may form ( penphe- 
qgoid purpura). The joint conditions are not, as a rule, severe or 
painful. The urine may be seanty and albuminons. This condition 
is by many regarded as a special affection. 

(111) Purpura Erythematosa—Henoch’s purpura is found chiefly 
in the young, and is characterized by gastric pain, vomiting, and 
diarrhea, more or less severe joint involvement, an erythematous 
form of skin lesion, and marked hemorrhages from the mucous 
membranes. Frequent recurrences are common. If the kidneys are 
involved, blood and hemoglobin may be found in the urine and acute 
or chronic nephritis result. The spleen may enlarge. Angioneurotic 
cedema may coexist. One, two, or more of these symptoms may be 
absent. All may appear in a paroxysmal form. 

IV. Hemorrhagic Purpura,—This disease ( Morbus maculosus 
Werthofii) is most commonly seen in delicate girls. General weak- 
ness, diffuse purpura of both skin and mucous membranes first oceur. 
The blood extravasation becomes more and more disseminated, lead- 
ing to epistaxis, hematemesis, hematuria, and hemoptysis, each more 
or less severe. The resulting anwmia may be profound, leading, in 
the so-called purpura fulminans, to death within 24 hours. 

Dyacnosis.—The severer forms of purpura must be discriminated 
from scurvy by the absence of gum symptoms, and the manner of 
development ; and from hemorrhagic smallpox, scarlet fever, or 
measles, by the history and higher fever of these infectious diseases, 
Wright urges that the coagulability of the blood be observed in pur- 
purie cases. 
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Symptoms.—Bottle-fed children, without reference to their home 
surroundings, may develop this disease as a result of living upon 
food in which certain essential ingredients are lacking, Malted milk, 
condensed milk, and the various baby foods on the market are the 
chief causes of the malady. 

The recognition of this disease as an entity is so recent, and the 
symptoms described by Barlow in his monograph are so clearly 
described that they are here quoted: “So long as it is left alone the 
child is tolerably quiet; the lower limbs are kept drawn up and still; 
‘but when its diapers are changed, or it is placed in its bath, or other- 
wise moved, there is continuous crying, and it soon becomes evident 
that the pain is connected with the lower limbs. At this period the 
arms may be handled with impunity, but any attempt to move the 
legs or thighs gives rise to screams. Next some obscure swelling 
may be detected, firat on one lower limb and then on the other, 
though it is not absolutely symmetrical. The swelling is ill-defined, 
but is suggestive of thickening around the shafts of the bones, begin- 
ning above the epiphyseal junctions. Gradually the bulk of the 
limbs affected becomes visibly increased, and the position assumed 
becomes somewhat different from what it was at the outset. Instead 
of being flexed they lie everted and immobile, in a state of pseudo- 
paralysis. About this time, if not before, great weakness of the back 
becomes apparent. A little swelling of one or both scapulas may 
appear, and one or both arms show similar changes, though rarely as 
marked as in the legs. The joints are free. In seyere cases another 
symptom may now be found, namely, crepitus in the region adjacent 
to the junction of the shafts with the epiphyses. The upper and 
lower extremities of the femur and the upper end of the tibia are 
the common sites of such fractures, but the upper end of the 
humeros may also be affected. A very startling appearance may 
now be observed over the front of the chest; the sternum, costal 
cartilages, and « portion of the adjacent ribs seem to haye been 
forcibly jammed back toward the spinal column. Occasionally thick- 
enings of varying extent may be observed on the surface of the skull, 
or even on some of the bones of the face. A remarkable eye symp- 
tom may appear; proptosis of one eyeball, with puffiness and very 
slight staining of the upper lid. In a day or two the other eye pre- 
sents the same appearance. Little ecchymoses may appear on the 
conjunctiva. Coincident with these symptoms, and proportional to 
the amount of limb involved, a very profound anwmia develops. 
The complexion becomes sallow or earthy coloured, and small ecchy- 
moses, or more rarely petechiw, appear on various parts of the body. 
Emaciation is not a marked feature—in fact, during the early stages 








becomes apparent, and the skin d dry. The 





site of similar lesions. On ramp in 9 the hair follicles 
are especially the seat of hemorrhages. Still larger extravasutions are 
determined by insignificant bruises. As in infants, sul 

extravasation of blood may occur, but, owing to the firmer structure 
of the bony tissue, results in the formation of nodes rather than fusi- 
form swellings. Actual hemorrhages may occur, of which epistaxis 
is the most common, hematuria and bleeding from the bowels are 
next in frequency, while hemoptysis and hwmatemesis are rare. A 
eurious condition of the skin is produced—*seurvy sclerosis "—a 
firm, inelastic induration of the subcutaneous tissues with a purplish 
discoloration of the surface from multiple petechim. Large inter- 
muscular clots may break down and indolent ulcers result. 

The circulatory symptoms ave those due to a poorly nourished 
heart, namely, palpitation, with a feeble and irregular impulse. 
Hemic murmurs are common. The nervous symptoms are those of 
low vitality, slow, unresponsive, and depressed mentality, headache, or, 
with the occurrence of extravasation into the yarions tissues of the 
brain, conyulsions or hemiplegia. The chief osseous symptoms which 
have been observed are necrosis, separation of the epiphyses or of the 
costal cartilages, destruction of a recent callus, and effusion of blood 
into the larger joints. The appetite is lost or uncertain, and there 
is nausea or repugnance to the mere sight of food; vomiting, de- 
layed digestion, constipation, or diarrhea. The latter may be so 
severe that, with the addition of the blood oozing from the intestinal 
mucous membrane, there may be # condition simulating a severe dys- 
entery. The respiration is normal but shallow. Dyspnea may occur, 
and infarctions of the lung have been found post mortem. 

Diagnosis.—With increased care of the rations scurvy has almost 
disappeared, even on the smaller ocean craft. The history of crowded 
and damp quarters, overwork, cold, hardships, and poor food should 
at once suggest the diagnosis. Isolated cases are more difficult to 
decide upon, and are with difficulty separated from some forms of 
purpura, The rapidity of recovery when the food is properly reg- 
niated will establish the diagnosis in many instances. 
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Diagnosis—The cardinal symptoms upon which the diagnosis 
rests are pigmentation of the skin with marked and progressive 
asthenia; in doubtful cases the response to the tuberculin test. 

Differential Diagnosis—Pigmentation of the skin may develop 
from a great variety of causes and conditions; abdominal neoplasms, 
particularly melano-sarcoma; pregnancy, uterine disease, torpidity or 
disease of the liver, ulcer or dilatation of the stomach, exophthalmic 
goitre, splenic leucmmia, pseudo-leucemia, scleroderma, comedones ; 
even dirt and the resulting irritation of the skin, have all at times 
given rise to sufficient discoloration or pigmentation of the skin to 
lead to the diagnosis of Addison’s disease. In argyria the history 
and the absence of the asthenia will establish the 

Prognosis.—Thus far the cases reported have had a fatal termi- 
nation. The use of suprarenal-capsule extract may in the future 
modify the mortality. 


IX. DISEASES OF THE SPLEEN 

We here consider changes developing primarily in the spleen, 

1. Movable Spleen.—Symptoms.—These vary with the degree 
of mobility and size of the gland. Some cases are accidentally dis- 
covered by palpation and give rise to no subjective symptoms what- 
ever. In other instances, especially if the organ is enlarged as well 
as displaced, there is a sense of weight and dragging in the left side, 
which, when the cause is discovered, gives nervous patients mach 
anxiety. Rarely torsion of the pedicle occurs, and swelling, pain, 
fever, and even necrosis may follow. The diagnosis is easily made by 
palpation, unless adhesions exist. Exploratory laparotomy may be 
necessary in obscure cases. 

IL Rupture of the Spleen.—tIn the excessive degree of hyper- 
emis sometimes present in typhoid, malarial, and other fevers, spon- 
taneous rapture may oceur. Traumatism is a more common cause. 
The symptoms of acute and severe intra-abdominal hemorrhage 
at once develop. Abdominal section confirms the diagnosis. The 
mortality is high; an immediate operation saves a small proportion. 

IIL Infaret, Abscess, and New Growths of the Spleen. — 
An infaret of the spleen may occur as a result of emboli or throm- 
bosis in endocarditis, typhoid, and similar affections. Splenic pain, 
tenderness, and swelling occurring in pywmia may cause a suspicion 
of the condition, but, as a rule, the diagnosis is practically impossible; 
so also with the rare abscesses, cysts, and neoplasms of the gland, 
unless they reach such a size as to be evident upon percussion or 
palpation. The true nature of the enlargement is only to be deter- 
mined by an exploratory operation. 
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the blood, and the differences obeorved ‘on hemanalysis, — 
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X. CHRONIC CYANOSIS, POLYCYTHAMIA, 
ENLARGED SPLEEN - 


Under this descriptive title (also as Vaquez’s disease) a number 
of writers, notably Osler, Cabot, and Vaquez, have recently written 
concerning a series of clinical manifestations which apparently occur 
with sufficient regularity to constitute a new disease entity. 
symptoms are persistent cyanosis, and a more or less marked — i 
tumour, A limited number of casea have been reported in which the 
splenic tumefaction was tuberculous. In the remainder no specific 
cause was found, It is a disease of adult life. 

The first noticeable symptom is the cyanosis, which may be gen- 
eral but is most marked over the prominences of the face and in the 
extremities. Examination of the blood shows a great increase in the 
erythrocytes and hwmoglobin (11,150,000 and 170 per cent respectively 
in a case carefully reported by Weber and Watson) and a moderate 
increase in the leucocytes (8,000), constituting a true plethora. Ab- 
normal cells are not demonstrable. The viscosity is regularly 
increased. The proportion of the various forms of leucocytes does 
not seem to be disturbed. 

In the necropsy of Weber and Watson’s case the bone marrow, 
bright-red in colour, was found to be surcharged with erythroblasts. 
All the blood vessels, particularly the smaller ones, were engorged. 
No abnormalities were demonstrated in the viscera. Various subjective 
symptoms, due to the vascular engorgement, have been observed, e. g., 
headache, dizziness, fulness in the head, buzzing in the ears, Meniére’s 
vertigo (in one case), occasional attacks resembling parulysis, mental 
and physical torpor, cough (frequently), dyspnoea, general pains, 
nausea and vomiting. In all the cases cold weather increased the 
cyanosis. Urinary changes seem fairly constant, including low spe- 
cific gravity, traces of albumin, and often hyaline and granular casts. 

In almost all the reported cases the vascular tension was much in- 
creased. Osler mentions 1 pressure ranging from 172 to 200 mm. 
Cardiac murmurs were rarely detected. Constipation is repeatedly 
mentioned, In most of the cases the condition had been noticed for 
periods of from 6 to 10 years, progressing toward a fatal termination, 

The condition must be differentiated from congenital cardiac 
malformations, organic heart disease, emphysema, fibroid phthisis, 
and coal-tar poisoning, e.g., acetanilide. The diagnosis rests on the 
marked polycythemia, 
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arteries of the retina throb, and can be seen to pulsate. A general 
tion of all ocular structures may destroy the eye (rare). 

‘The heart action progressively increases in ra 
pidity, although intermission is rare; 140 to 160 beats per minute, or 
even higher, are not infrequently observed. As a result of this the 
cardiac impulse may be felt over the entire chest, and even heard at 
a considerable distance (5 feet in 1 case). The pulsation ean be 
seen over the precordial region and over the vessels of the neck. A 
general arterial distention occurs, and is a marked and 

symptom; the patient may be unable to sleep because of the jarring 
sound in the ears conveyed by the carotids. The arterioles are 
dilated and hot flushes with profuse sweats occur. The arterial pulse 
_ can be felt in the finger tips. A well-marked yenous pulse has been 

observed (rare). Tremor is a well-marked cardinal symptom, fine, 
general, involuntary, and appearing early. 

Miscellaneous Symptoms.—The skin may show a pigmentation 
closely simulating that of Addison’s disease, and leucoderma, severe 
pruritus, or urticaria. In the underlying connective tissue patches of 
solid @dema or of myx@dema may appear. As a result of this 
excess of moisture in the skin and underlying structures a marked 
diminution in electrical resistance has been noted. 

Vomiting and diarrhcea, in paroxysmal attacks, are not infrequent. 
As a result of impaired nutrition, anemia, emaciation, and slight fever 
progressively increase. Marked changes occur in the nervous system. 
The mind may remain unaffected, but irritability, change of disposi- 
tion, mental depression, melancholia (rare), or acute mania (more 
common) have been noted. This last symptom, when it does occur, 
is of considerable importance, for death sometimes rapidly super- 
yenes, Glycosuria, albuminuria, or diabetes may be observed. These 
various symptoms vary markedly in intensity from time to time and 
in different individuals. 

Diagnosis.—Bearing in mind the four cardinal symptoms just 
described, the diagnosis is usually casy. Acute or chronic forms 
oceur. A certain proportion of recent cases recover, but recovery in 
well-established cases is rare. 

Ill. Myxcedema.—In goitre and exophthalmic goitre there is 
an excessive action of the thyroid gland (hyperthyrea); but in the 
conditions about to be described the opposite state prevails (athyrea). 

(1) Cretinism.—Symptoms.—May develop immediately after birth, 
or at any time upto puberty. In the sporadic type of the disease 
the thyroid gland is cither congenitally absent or deficient, or fails 
to develop. The child usually appears like other children until 
about 6 months of age, About that time marked developmental 
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and coma, follow the course of the disease within the brain. The | 


thoracic and abdominal viscera remain normal, though the power of 
resistance to malign influences is diminished. Tuberculosis is there- 
fore a common cause of death. The thyroid progressively dimin- 
ishes in size, finally the glandular elements disappear, and only a 
shriveled and fibrous structure marks the location of the gland. 
Exophthalmic goitre sometimes develops coincidently with myx- 
edema, and the symptoms of the two conditions may be combined. 

Diagnosis.—The diagnosis of uncomplicated myx@dema is usually 
easy if the causes and symptoms be carefully studied. Bright's 
disease is the ailment most commonly confounded with myxmdema 
and the urinary symptoms may be very similar in each affection. 
The solid character of the swelling and the fact that it does not pit 
on pressure as does renal mdema, the loss of hair, the dryness of the 
skin, and the peculiar mental state are the chief features by which 
the true nature of the lesion can be best determined. 

Prognosis—With proper treatment (thyroid extract) the per- 
centage of recoveries has greatly increased within the past decade. 

(IV) Operative Myxadema,—As « result of operations in which 
the thyroid hag been entirely removed a condition of myxa@dema 
(cachexia strumipriva) develops in about one sixth of all cases. Al- 
lowing small portions of the gland to remain, or the presence of 
accessory glands (not infrequent), may prevent the occurrence of 
the characteristic symptoms, but when the gland is quite obliterated 
the myx@dematous cachexia develops with comparative rapidity. 


XI, DISEASES OF THE THYMUS GLAND 


Symptoms.—The functions of this gland are unknown, the disor 
ders caused by its disease are rare, and the resulting symptoms ob- 
seure. Such symptoms as do arise develop, a8 a rule, before the age 
of puberty. If the gland persists after the 1th year instead of under- 
going atrophy in the normal manner, or if the gland is unusually large 
(hypertrophy of the thymus), or if it be invaded by tuberculous, 
syphilitic, or neoplastie deposits, or if hemorrhage oceurs or an ab- 
scess develops within the substance of the gland, and by any of these 
means the size of the gland be made disproportionate to its normal 
relations at the root of the neck, various symptoms due to pressure 
may deyelop. Pressure upon the trachea may cause dyspnea; upon 
the adjacent nerve trunks, thymic asthma, spasm of the glottis, or 
laryngismus stridulus; if the large blood vessels are compressed, 
congestion or adema may result. 


























eS 


‘DISEASES OF THE KIDNEY is 117 


cept in the are of a circle with its centre at the end of the 8th rib, 
whereas the movable kidney can be carried downward. Moreover, 
a distended gall bladder when pushed backward tends to return to 
its former position, while the movable kidney when reposited will 
freqnently elude subsequent palpation. In rare instances a tumour 
of the intestine or the ovary may give rise to doubt, but a careful 
physical examination, together with the history, is usually sufficient 
to settle the question. In the large majority of cases movable kid- 
ney occurs in women, and it is the right kidney which is prolapsed. 

Il. Renal Congestion (Hyper@mia).—Presenting as the initial 
stage of nephritis, or in the course of the infections and contagious 
diseases, or associated with the inorganic poisons, it is really a part 
of one or the other of these affections. An acute and a chronic 
hyperwmia are recognised. 

(1) Acute Congestion—This may occur after exposure to cold, 
after poisoning by turpentine, cantharides, and the like, and after 
operations upon the urethra, bladder, or kidney. The symploms 
are diminution or suppression of the urine, which may contain 
blood, albumin, or casts, separately or together. More or less pros- 
tration is present. In severe cases, after nephrectomy, the patient 
may pass into the typhoid condition with delirium. After injury, 
collapse may supervene with suppression. A single attack of acute 
congestion is not in itself dangerous, but repeated attacks tend to 
induce nephritis. Where serious complications do not exist the out- 
look is good. 

This condition is not likely to be mistaken, it being merely neces- 
sary to distingnish it from its accompanying conditions. 

(2) Chronic Congestion.—Chronic hyper#mia of the kidney being 
due to chronic disease of the heart or lungs with vascular inter. 
ference ; or to pressure, as by tumours, ascitic fluid, pericardial effu- 
sion, pregnancy, and the like, presente, for the most part, the aymp- 
toms of its associated disease. Diminished secretion of urine is the 
most constant symptom (see also (3), page 710). 

The prognosis depends largely on the causative condition, but 
from the tendency of chronic congestion to produce permanent 
changes in the kidney structure and so induce chronic nephritia, it 
is serious. Indeed, some writers do not attempt to separate this con- 
dition from diffuse nephritis. 

IU, Ureemia.—This name is given to a congeries of symptoms 
occurring in the course of acute or chronic nephritis, puerperal 
eclampsia, some cases of obstructed urinary excretion, and occasion- 
ally in patients with prononnced vascular changes alone. 

Symptoms.—These, as usually described, include headache and 














type 
occur. Tu esatscenmey Pro fespeees ct dash est tase 
to treatment directed to the circulatory trouble. 
is.—From alcoholic or opium coma, see pages 76,77. 

Cases of uremic coma coming on slowly, with fever, and with- 
out convulsions, muscular spasms, and the like, may be mistaken for 
typhoid, but a positive Widal reaction may make the diagnosis clear. 

Perhaps the most difficult differentiation is from cerebral disease. 
Uremic hemiplegia and monoplegia occur, as previously noted, aed 
out cerebral lesions; but a suffused face, stertorous 
turned toward the side of the hemorrhage, full,slow wile eae 
plegia should suggest apoplexy. In rare instances it is possible for 
meningitis to be confused with uremia, 

is.—This is always grave, but mild cases may recover and 
the patient survive for yeara, 

IY. Acute Bright’s Disease,—Causes.—Acute diffuse nephri- 
tis follows cold and exposure; the acute infectious diseases, espe- 
cially scarlet fever, typhoid, diphtheria, and the like; the ingestion 
of poisons, such aa arsenic, turpentine, cuntharides, and carbolic 
acid; occurs sometimes as a result of extensive cutaneous burns, and 
more frequently in the course of pregnancy. 

Symptoms.—The clinical symptoms include some or all of the 
following manifestations : More or less general serous effusion, ana- 
mia, chills, pain, nausea and vomiting, sometimes fever, and, most 
characteristic of all, urinary changes. 

‘The effusion may vary from simple puffiness about the ankles or 
the eyelids to general anasarea, or there may even be ascites or pleu- 
ral effusion. The amount of fluid present is no indication of the in- 
tensity of the nephritis, as violent and rapidly fatal disease of the 
kidneys may be accompanied with little swelling. Pulmonary edema 
is of not infrequent occurrence, and even @dema of the glottis has 
been noted. The ekin, however, is dry. Anaemia appears early and 
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(I) Chronic Diffuse Nephritis—Pathologically, the large white 
kidney—chronic diffuse or parenchymatous nephritis with exudation, 

Symptoms.—As previously stated, an acute nephritis may merge 
into a chronic nephritis, or the chronic form may be primary and 
develop insidiously, If it follows the acute form the symptoms will 
be similar but of modified intensity. Developing as a primary af- 
fection, possibly dependent upon chronic alcoholism, syphilis, febrile 
diseases, and the like, its first indication may be a 
crisis. odorats ota. tf tha took ox shen foo toststaalle stan, 
tion toa possible nephritis, and urinalysis makes the diagnosis cer- 
tain. The cardinal symptoms of chronic diffuse nephritis are dropsy, 
anemia, and the urinary changes. Associated with them may be 
urwmic symptoms, headache, nausea, and vomiting. A distinctive 
facies, due to the puffiness about the eyes and the marked anmmia, 
is insisted on by some writers as peculiar to this form of nephritis. 
Recurring attacks of bronchitis are of frequent occurrence. The 
tension of the pulse increases, the arteries gradually become stiff, 
and the left ventricle hypertrophied, Thero may be hemorrhagic 
retinitis. For the urinary changes see (5), page 710. 

Prognosis.—This is always grave. Recovery may take place, 
especially in young subjects, but the course is for the most part 
toward o fatal issue, either from uremia, edema of the lungs, or 
intercurrent disease, 

(I) Chronic Interstitial Nephritis—Pathologically this is vari- 
ously termed cirrhosis of the kidney, chronic productive nephritis 
without exudation, contracted kidney, ete. 

Causes —Chronic parenchymatous nephritis may merge into this 
form (small white kidney); it may result from arteriosclerosis, gout, 
alcoholism, or syphilis; or it may occur spontaneously. 

Symptoms.—lts early stages pass unrecognised, thongh it may 
well be looked for in hearty eatere where a habit of high arterial 
tension exists. Although essentially a disease of middle life and old 
age, it is occasionally mot with in young children. Its symptoms are 
manifested in the uropoietic, circulatory, respiratory, nervous, and 
digestive systems, and in the eyes, ears,and skin. The urinary mani- 
Sestations are described in (6), page 710, 

Of the early manifestations, increased arterial tension is the most 
important. It may be the only cardinal symptom in a congeries 
which includes headache, palpitation, bronchial cough, tinnitus 
surinm, muses yolitantes, dizziness, malaise, anorexia, and a number 
of kindred subjective phenomena. Closely following it we find 
hypertrophy of the left ventricle, with eventual enlargement of the 
entire organ, and corresponding changes in the character of the apex 

oH 
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tuberculosis, osteomyelitis, or the cancerous cachexia, there may ap 
pear a condition characterized clinically by certain urinary findings, 
for which sec (7), page 710. Amyloid discase of the kidney is seldom 
responsible for dropsical symptoms; nor are cardiac, arterial, and 
ocular symptoms common. The diagnosis rests upon the combina- 
cr hn laa da degeneration of other viscera. 

VIL. Pyelitis.—Causes.—Consequent upon renal calculus, local 
tuboronlosis, the acute infections diseasos (diphtheria, typhoid fever, 
scarlet fever, gonorrhwa, and othera), purulent cystitis, obstructed 
ureter, sarcoma of the kidney, pregnancy, and many other conditions, 
the pelvis of the kidney may become the seat of inflammation which 
may be limited to the pelvis alone (pyelitis); or to the pelvis and 
kidney substance (pyelonephritis); or the entire organ may be re- 
placed by a single abscess cavity ( pyonephrosis). 

Symptoms.—These are separable into early and late, the former 
preceding suppuration, the latter accompanying it. At the incep- 
tion of the disease, as in the course of typhoid fever, there may be 
moderate backache, tenderness to deep pressure over the kidneys, 
a marked rise of temperature, often decided chills and 
‘The urine remains acid, but becomes more or less turbid. For the 
urinary characters of the varieties of pyelitis see (8), page 710, 

The milder cases of pyelitis, such os occur in fevers, often pass 
unnoticed, as they may give no decided symptoms, complete and 
spontaneous recovery occurring, but in those which proceed to sup- 
puration the symptoms become more distinctive. A chill with a 
decided rise of temperature usually marks the establishment of the 
purulent process, while the increase of pus cells may in extreme 
eases render the urine almost milky. A septic temperature, with 
yery marked accessions and remissions and repeated chills, is char- 
acteristic of the carlier stages, and persists in severe cases, but in 
those of less intensity the chart shows mercly a small evening rise, 
dropping to normal the next morning. This is particularly the case 


when the pyelitis is tuberculous. After a longer or shorter time the 


effect on the general health becomes marked. The patient becomes 
ansmic, loses flesh and strength, his appetite is poor, he has night 
sweats, and usually runs a constantly elevated temperature, The 
disease may exhibit marked remissions and run a course of many 
years’ duration. 

In other more virulent cases the kidney substance becomes the 
seat of multiple pus foci, which may later coalesce, and the patient 
soon exhibits the effects of the septic process. Inspissation of the 
pus may occur, thus blocking the ureter, or occlusion may result 
from the presence of a calculus or other mechanical or inflammatory 
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almost always congenital, and cause death from uremia in a few 
days at most. The symptoms of the intermittent variety are quite 
distinctive. A large tumour is found, corresponding in position to 
the kidney, which suddenly disappears with the simultaneous pas- 
sage of large quantities of clear urine. Such hydronephroses tend 
to reaccumulate, and the process may be repeated indefinitely, 

Differential Diagnosis,—In young children sarcoma of the kid- 
ney and enlarged retroperitoneal glands closely simulate hydrone- 
phrosis, and exploration alone may demonstrate the true nature of 
the growth. Ovarian cystoma may be mistaken for hydronephrosis. 
Vaginal examination should help to make the difference plain; the 
ovarian tumour is more freely movable, fills the lower portion of the 
abdomen, and tends to push the intestines upward, while the ascend- 
ing colon can often be made out passing over the hydronephrotic sac, 
From pyonephrosis the diagnosis may be made by the absence of 
constitutional disturbance, Rare instances occur of hydronephrosis 
so large as to be taken for ascites, while the combination of a mova- 
ble kidney and hydronephrosis occurs. Should other means fail, 
puncture and the examination of the aspirated fluid ( (10), page 717) 
may be of service, although (to be remembered) the characteristics 
of urine tend to disappear in collections of long standing. 

Prognosis.—A majority of cases never cause trouble, A certain 
proportion are cured by spontaneous evacuation. In some instances, 
however, the growth of the tumour is such as to cause serious incon- 
venience, requiring surgical relief. A few cases of intra-abdominal 
rupture, or even evacuation through the diaphragm and lung, have 
been reported. Infection and transformation into pyonephrosis may 
happen. 

1X. Nephrolithiasis.—Renal calculus may yary from a mere 
*infaret,” so called, to a mass occupying the entire pelvis. The 
symptoms necessarily depend upon the size of the stone. The sim- 
ple infarct gives no symptoms. Fine “ gravel” may be passed by the 
patient for years and give no other symptom. The size of renal 
ealenli passed per wrethram, without discomfort, may be considerable, 
Such stones may appear but once, or may be passed at intervals for 
years, See also (10), page 711. 

Symptoms.—Many patients, however, are not so fortunate, and 
attacks of renal colic result. The patient is suddenly seized with 
pain of an agonizing character, having its origin in the lumbar re- 
gion, either anteriorly or posteriorly, and following along the course 
of the ureter. It is felt also in the testicle and down the inner side 
of the thigh, and is at times referred to the glans penis. Such an 
attack may last only a few minutes, ceasing as the stone enters the 
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appearing most often in young children, in whom the tumour mass 
may occupy and distend the entire abdomen. The symptoms of 
malignant tumour of the kidney include hmaturia, pain, and ema- 
ciation. The blood is frequently voided as clots, which often show 
as moulds of the ureter or even of the pelvis of the kidney, or it 
may be passed in the fluid state. It is claimed that detached por- 
tions of the growth may be detected in the urine. Pain is not always 
present, but the patient may complain of dull, aching, lumbar pain, 
sometimes radiating along the course and distribution of the genito- 
crural nerve. As in cancer elsewhere, there is progressive emaciation 
and loss of strength, In considering the question of the probable 
nature of the tumour, it must be remembered that cancer is most 
frequent before the 3d and after the 40th year. 

When sufficiently large to be palpable, examination reveals a 
deep-seated mass in the lumbar region, which may be movable, may 
present a lobulated surface, and across which the colon may be shown 
to pass (Fig. 185, page 509). It does not move with respiration. 

Differential Diagnosis,—From neoplasm of the retroperitoneal 
glands; this is more centrally placed and is quite immovable. The 
distinction may be impossible to make, 

From enlargement of the spleen; the characteristic outline of 
the spleen should prevent confusion. It also moves with respira- 
tion. 

From tumour of the gall bladder; the latter is more superficially 
placed, and jaundice is a prominent symptom. 

From pedunculated fibroid and ovarian cystoma; the movability 
of these tumours is lateral and downward, and their pelvic origin is 
generally demonstrable. 

is—Benign neoplasms rarely cause trouble, The out- 
look in cancer is of the gravest, If early diagnosis can be made, ex- 
tirpation affords the only chance of recovery. The percentage of 
successful cases is, however, small, as recurrences are frequent. 

XL Cystic Disease of the Kidney.—0f pathological rather 
than clinical interest, as the condition can rarely be diagnosed. 

Four varieties occur: multiple small retention cysts incident to 
chronic nephritis ; single larger cysts, probably of the same origin; 
combined cystic disease involving the liver and spleen in addition to 
the kidneys; and the congenital variety. While most of the latter 
eases die antepartum, or shortly after delivery, a few survive for 
years, the real condition being discovered post mortem. ‘The eystic 
kidney is here bilateral, much distended, and presents a fluctuating 
tumour in both flanks. There is cardiac hypertrophy with high- 
tension pulse, and death may occur with the symptoms of chronic 








SECTION VIL —— 
DISEASES OF ‘THE NERVOUS SYSTEM — 


(See also pages 517 to 695) 


Prevaren ny Sarre Exy Juutivre, M.D. anv A, B. Bonar, MD. 


1. THE PSYCHONEUROSES: DISEASES OF UNDETERMINED 
PATHOGENY 


A. SENSORI-MOTOR NEUROSES 

1. Epilepsy.—Canses.—Epileptic attacks or epilepsy is a symp- 
tom, not a single disease. Tt may occur at any period of life. In- 
faney, puberty, the puerperium, and senility are periods of greatest 
frequency, The predisposing causes are: Injuries at birth, heredity, 
alcoholism, syphilis, the intermarriage of neurotie persons, and power- 
ful emotions during pregnancy. Exciting causes are: Fright, in- 
juries to the head, rickets at time of dentition, masturbation, sun- 
stroke, syphilis, alcoholism, and infectious diseases, especially scarlet 
fever. Reflex eauses (so-called) are worms, dyspepsia, lésions inyoly- 
ing the peripheral nerves, and ocular, auditory, and dental irritations. 

Sumploms.—In the grande mal, or major attacks, the patient may 
for a few hours, or perhaps a day before an attack, suffer from general 
malaise, vertigo, or irritability. For a description of the attack see 
page 80. ‘There may be a temporary exhaustive paralysis immediately 
following the attack, with loss of knee-jerk. The dilatation of the 
pupils subsides and they often oscillate. Slight transient glycosuria 
or albuminuria may be present. The urea is not increased, but the 
earthy phosphates are. One attack may be followed by others, hour 
after hour—the status epilepticus. This condition usually lasts for 
Jess than 12 hours, but may last for 1 or more days. 

Minor attacks (petit mal) may oceur in which the patient sud- 
denly stops whatever he may be doing, the features become fixed, the 
face is pale, the eyes are open and the pupils dilated, there is slight 
twiteling of the muscles of the face or limbs, and a momentary loss 
of consciousness. ‘I'he attack lasts only for a few seconds, and the 
patient may immediately continue his work or conversation from the 
point at which it was interrupted. He does not fall, and has amnesia 
for what has oceurred but knows that he has had an attack. Oc- 
easionally there are forced movements, in which the patient turns 
around a few times, or runs, or takes a few steps in a confused auto- 
matic manner. 

Psychical epilepsy may consist of sudden, violent automatic move- 
ments, or et sudden exhibitions of maniacal excitement following or 
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Tt is occasionally hereditary in neurotic families with a history of 
gout, rheumatism, epilepsy, or neuralgic disorders, Overwork is an 
occasional canse in children. Autotoxwmia from unknown acids and 
intestinal poisons, errors in refraction, overwork, shock, injury, and 
exhausting disease are thought to be causative factors. 

Symptoms.—There may be premonitory eymptoms, a feeling of 
depression and general malaise, for a few hours or aday. The attack 
usually begins during the morning, in the forehead or occiput, on 
one side of the head, increasing in severity and extent until the whole 
head is affected. The pain is tense, throbbing, blinding, and in- 
ereased by jars, noises, and light. Frequently there is dimness and 
restriction of the visual field, sometimes hemianopia, and flashes of 
light, or light or dark spots dancing before the eyes. Nausea and 
yomiting are usually present. Not infrequently a feeling of stupor, 
confusion of ideas, disturbances of memory, vertigo, and tinnitus au- 
rium are present. These headaches are often called “ bilious head- 
aches ” from the character of the vomited matter. Liver or gastric 
disturbances do not cause all migraines. The pulse is small, hard, 
and perhaps slow, and the patient's face is usually pale, rarely 
flushed. The length of an attack varies from 6 hours to 2 or 3 days, 
lasting, as a rule, from 6 to 24 hours. When the pain becomes less 
severe the patient goes to sleep, and usually awakes the next morning 
feeling well. The attacks occur periodically—weekly, fortnightly, 
or monthly—and, in women, especially atthe time of the menstrual 
period. The severity and frequency of the attacks lessen at or 
about the time of the menopause, and generally then disappear 
altogether, 

Rheumatism, anemia, or dyspepsia may coexist, and neuralgia be 
added to the ordinary pain of the disease. When the pains are neu- 
ralgic there are usually no visual or aural disorders, as in migraine. 

Diagnosis.—The cardinal points are: heredity; periodical char- 
acter of the attacks, and their location; the visual and aural symp- 
toms; and the nausea and vomiting. Renal or organic brain disease 
or neuralgia may coexist with migraine. Multitudinous abortive and 
mixed types occur. Some of these may be designated as migrainotd 
states. The prognosis for cure is not good, 

IV. Hysteria,—Causes.—Occurs most frequently between the 
ages of 15 and 25 in females; at a somewhat later age in males; in 
children, between 11 and 15, perhaps as early as 8, years of age. Fe- 
males are affected much oftener than men, The chief predisposing 
cause is heredity, with a history of the disease, or of some psychosis 
or neurosis in the parents. Exciting causes are: powerful emotions 
(especially fear), anxiety, excitement, worry, injuries accompanied by 





Safes if present, is slight. The adductors are involved 

in hysterical of the larynx, and the patient is ‘unable to 
speak aloud (hysterical aphonia, usually sudden). Hysterical para- 
a often with much pain in the back—the condition 

of “spinal concussion.” The knev-jerks may be normal or increased, 
rarely lost. There may be a short or false clonus, and the sphincters: 
are not involved. Amyosthenia is frequent, the patient's legs sud- 
denly becoming weak or paralyzed, or the arm giving out when lift- 
ing some object. This symptom usually precedes a paralysis. - 

In some cases of hysteria contractures of the muscles may occur 
as the result of slight mechanical irritation. These may be temporary, 
or may last for a long time. The legs, arms, and facial muscles are 
most affected. Tremor of all varieties may be present. 

In hysteria there is marked emotional instability and craving for 
sympathy, lack of self-control, and weakness of the will. The mood 
constantly changes; there is increased sensitiveness, and exaggera- 
tion of the Ego. There is a limitation of the field of consciousness 
as there is of the field of vision. The hysterical person can think of 
nothing but her personal feelings. There is an undercurrent of 
suggestibility in the mental state, through which ideas become 
fixed and patients become self-centered, and believe they have 
various ailments which have no objective existence. 

Constipation, dyspepsia, anorexia, and sometimes regurgitation 
of food, or vomiting, oceur. The specific gtavity of the urine is 
often low, especially that of the large amount of light-colonred urine 
which is always passed after hysterical attacks. There may be re- 
tention of urine. The vasomotor symptoms consist of flushings 
and pallor, and sometimes coldness and wdema of the extremities. 
‘The @dema may be ordinary, or haye a peculiar bluish tint (“blue 
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and hysteria associated with organic disease, the prognosis is very 
unfavourable. Hysterical attacks are usually curable. The tendency 
to recurrence is strong. 

V. Neurasthenia.—(Causes.—Occurs most frequently between 
the ages of 20 and 50, but may occur between the ages of 10 and 20, 
and algo between 50 and 70. Men and women are equally affected. 
‘The disease is found more frequently in cities, and among the edu- 
cated classes. The chief predisposing cause is the inheritance of 
a neuropathic tendency. The exciting causea are: severe shocks, 
with or without injury, as many cases of so-called “ traumatic neuro- 
ses” are simply neurasthenia; overwork and worry; excessive use of 
stimulants and narcotics ; sexual excesses ; dietetic imprudences; and 
the infections of syphilis, malaria, typhoid, influenza, or other debili- 
tating diseases. 

Symptoms.—These are mainly subjective. The initial symptoms 
are usually headache or mental depression. The headache is more 
commonly occipital or diffuse in character and is ehronic and persist 
ent. It begins in the morning and lasts all day, but does not keep 
the patient awake at night. There may be a feeling of general men- 
tal depression, inability to concentrate the mind upon work, mental 
confusion, marked irritability, excessive sensitiveness and morbid re- 
serve, or undefinable fears. Sleep is not good, and there may be per- 
sistent insomnia, or the sleep is not refreshing. There are various 
paresthesi« of the head, mainly feelings of constriction, tenderness, 
burning, or pressure. Parmsthesias of the hands and limbs occur, 
and there may be pain or a feeling of weakness in the back of the 
neck and along the spine. Slight but frequent vertigo is occasion- 
ally present, and there may be buzzings in the cars.and head and 
spots before the eyes. 

‘There is a general muscular weakness in a large proportion of the 
cases, The patient may not appear weak, but he tires quickly. There 
is often a tremor of the hands, tongue, lips, and eyelids, and some- 
times twitching of the muscles of the face and tongue, The deep 
reflexes are usually much exaggerated, and the skin reflexes increased, 
The condition of the reflexes, however, varies greatly. The patient's 
eyes tire easily, although his vision is good. Astigmatism, hyper- 
metropia, and asthenopias aro frequent. The field of vision is not 
contracted. The pupils are frequently dilated, and in some cases 
are sluggish to light. Occasionally there is excessive mobility of 
the iris, inequality of the pupils; and hyperacusis or dysacusis. The 
sexual function is irritable and weak. Nocturnal emissions are fre- 
quent, and there may be partial or complete impotence. The pulse 
is often markedly accelerated on slight exertion. 
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mental impression are more powerful factors in the production of 
functional neuroses than the physical injury. 

Diagnosis —Malingering must be guarded against. ‘The essentials 
are the history of trauma and the points already given under the 
headings of neurasthenia and hysteria. 


B. MOTOR NEUROSES 


I. Chorea (Si. Vitus’s Dance, Sydenham’s Chorea).—Caunses.—Oc- 
curs most frequently between the ages of 5 and 15, but may appear 
after 20 or even in old age. Girls are affected more often than boys. 
It occurs with the greatest frequency in the spring, next in the 
autumn, winter, and summer. There is heredity in some. The 
exciting causes are mental worry, rheumatism, fright, and injury 
(seldom). Endocarditis frequently develops. Other causes are preg- 
nancy; infectious fevers; reflex irritation from nasal disease, or 
sexual disorders; overstudy; and intestinal irritation from worms. 
Anemia and malnutrition are frequent predisposing causes, and. 
malaria may be a factor. The majority of ordinary choreas are de- 
pendent on antecedent infectious diseases. 

Symptoms.—The onset is usually slow, lasting 1 or 2 weeks, but 
may be sudden. There are, at first, irregular twitchings of the hand 
of one side, and the patient may drop bis knife or fork. Winking, 
grimacing, and twitching of the facial muscles become manifest. 
After a time the child’s foot and leg are involved and he may stum- 
ble in walking. In a week or so the other side of the body is also 
affected, usually not to the same extent. The disease reaches its 
height in from 3 to 4 weeks. At this time the movements are nearly 
continuous, the child can hardly use his hands, and walking is dif- 
ficult. The speech is indistinct, confused, and difficult, and the 
muscles of respiration may be affected. Usually the moyements 
continue whether the muscles are at rest or acting. In some cases 
they are present only when the limbs are at rest, in others chiefly 
when volitional acts are attempted. During sleep the twitching 
generally stops. In severe cases there may be attacks of mental ex- 
citement or delirium, The most common mental impairment is irri- 
tability of temper and some dulness of intellect, 

The general physical condition is impaired, there are anorexia, 
constipation, loss of flesh, and anemia. Excitement or exertion 
increases the movements. The reflexes are diminished and the knee- 
jerk may be absent. There is no real paralysis, although the muscles 
are weak, Their electrical irritability is somewhat increased. 

In maniacal chorea there is delirium with delusions and hallucina- 
tions. The mania after a week or so is succeeded by a condition of 
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of the face being affected by a series of quick twitches, with intervals 
of rest, Ovccasionally the spasm is tonic and lasts for several seconds, 
‘There is no pain, paralysis, or atrophy, and no trophic or secretory 
symptoms. The spasm may become bilateral aftera time. Diagnosis. 
—It is distinguished from organic spasm by the fact that in the latter 
there are always other symptoms, and it is usually unilateral, while 
habit chores is bilateral. There is generally unconsciousness in spasm 
from cortical disease. ‘The spasm is tonic when it follows hemiplegia, 
and in hysterical facial spasm. Prognosis,—QGenerally incurable. 
The outcome is better if the disease is due to a reflex cause, 

VI. Torticollis (Wryneck).—A clonic or tonic spasm of the 
muscles supplied by the spinal accessory, sometimes of other muscles 
of the neck. (1) Congenital Wryneck.—Caused by injury to the 
sterno-cleido-mastoid during delivery, or due to intra-uterine atrophy. 
It most often follows foot or breech presentations, ‘There is no 
spasm, but the neck is drawn to one side because of the shortness of 
the muscle. (2) Symptomatic Wryneck.— Appears usually as a symp- 
tom of rheumatic myositis, sometimes of tumours, adenitis, abscesses, 
or local syphilis. Occurs principally in children. Tenderness and 
pain are always present. (3) Spurious Wryneck.—An apparent or 
real spasm of the muscles of the neck. Usual cause is caries of the 
spine, (4) Spasmodic Wryneck.—This condition is purely nervous. 
There is spasm of the muscles supplied by the spinal accessory ; some- 
times of those innervated by the upper cervical nerves. 

Causes.—It oceurs in women more often than in men, and is a 
disease of early and middle adult life. Heredity and a neuropathic 
constitution are predisposing factors, 

Symptoms.—There are primarily slight feelings of discomfort or 
pain in the neck, soon followed by spasm, which is at first clonic and 
intermittent. The sternomastoid and the upper fibres of the trape- 
zius are oftenest affected. The head is inclined toward the affected 
side, the chin raised, and the head rotated to the opposite side. 
‘The superior obliquus and complexus are more rarely involved. The 
muscles of the opposite side may be affected, most commonly the 
splenius. The disease may start in one muscle and gradually involve 
others. The spasm usually becomes more and more constant, until 


finally it may be tonic. The pain gradually disappears, The unused. 


muscles undergo atrophy, while the affected muscles hypertrophy. 
Facial asymmetry may or may not occur. 

Prognosis,—Not fatal, rarely cured, but sometimes much im- 
proved. Usually reaches a certain stage and remaine chronic. 

Vil Spasmus Nutans (Nodding Spasm)— A disorder charac- 
terized by rhythmical nodding or oscillatory movements of the head. 
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rarely of lateropulsion. The voice is characteristically high-pitched, 
weak, and monotonons, with difficulty in beginning a sentence, but 
when started the patient talks rapidly. 

‘There may be sensations of heat, cold, fatigue, nervousness, and 
restlessness. There are often aching pains, usually in the forearms 
or legs, more rarely neuralgic pains. Muscular weakness is marked, 
coming on early and slowly increasing. There are no paralyses. ‘The 
deep reflexes may be exaggerated and there may be a clonus, but 
usually they are normal. Often there is profuse perspiration, and, 
as a rule, the face is red and flushed. The tremor increases in ex- 
tent and the rigidity becomes more marked, until finally the patient 
becomes bedridden. 

The éremor of paralysis agitans is peculiar in that it continues 
when the hand or limb is at rest, but ceases upon voluntary move- 
ments, In the hand, the tremor moves the fingers and thumb as 
a whole and they vibrate against each other (the “ bread-crumbling ” 
movement). Tremor of the head and face muscles occurs, but the 
trembling of the head usually seen is communicated from the body. 
‘The lips and neck museleg are sometimes the seat of tremor. 

The rigidity begins early and increases until the patient is help. 
less. The flexors are chiefly affected. The muscular movements are 
slow. The muscles of the face are stiffened, and there is a peculiar 
expressionless, masklike appearance. The patient is usually emo- 
tional. There may be polyuria. Tho disease may affect one limb, 
or those of one side only, or rigidity may be the sole symptom. 

Diagnosis.—The cardinal points are: the tremor, ceasing on yol- 
untary movements, the rigidity of the back, neck, and limbs, the 
masklike face, monotonous voice, and the characteristic position of 
the hands. The disease must be distinguished from multiple sclero- 
sis, senile tremor, posthemiplegic tremor, and wryneck affecting the 
extensors bilaterally. In multiple sclerosis the tremor is jerky and 
“intentional”; there are scanning speech, nystagmus and other eye 
troubles, and often apoplectiform attacks and paralyses. In senile 
tremor the head is affected first and most, and the patients are older. 
In posthemiplegic tremor there is a history of hemiplegia, and the 
increased reflexes, paralysis, and tremor are unilateral. The neck 
museles and frontalis only are involved in retrocollis. 

Prognosis.—Successful treatment as yet unknown. Chronic course. 

X. Occupation Neuroses.—The most common, writer's cramp, 
occurs in men oftener than in women, most frequently between the ages 
of 25 and 40, seldom before the age of 20 or after 50. The predispos- 
ing causes are a neuropathic constitution, heredity, alcoholism, worry, 
and other weakening influences. The chief exciting cause is excessive 
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seamstreases, and shoomakers; smith’s spasm, affecting those making 
penknife blades, scissors, and the like; and driver's spasm, milker’s 
spasm, and ballet-dancer’s cramp. 

Occupation neuroses also affect billiard players, hide dressers, 
dentists, painters, weavers, pedestrians, artificial flower makers, 
stumpers, turnera, type-writists, etc. 

XI. Tetany.—Causes.—This disease, characterized by bilateral 
tonic spasms, intermittent or continuous, and affecting the extremi- 
ties, is of various origin, The largest number of cases are found in 
connection with rickets, or debility due to chronic diarrhwa or lacta-— 
tion, or during pregnancy; also as a result of acute (especially 
typhoid) fevers. It may be a sequel of parathyroidectomy ; and has 
occurred acutely in Europe as epidemic (or rheumatic) tetany. 
Gastric tetany, i, ¢., that associated with pyloric stenosis (usually due 
to ulcer, at times to malignant disease) with stasis and hyperehlor- 
hydria is not uncommon. The disorder seems to bear some relation 
to the calcium metabolism of the body. 

+—The arms are folded, the elbows and wrists flexed, 
the thumb bent into the palm, the fingers close together and extended 
except at the metacarpo-phalangeal joint. ‘In the lower extremities 
the toes are adducted and the feet extended. The muscles of the 
face, jaw, neck, and abdomen may be involved in the severer cases; 
so also those of the thorax, causing cyanosis from interference with 
the respiration. 

During the attack the paroxysms may be produced (‘Troussean’s 
symptom) by pressure on the affected parts in the direction of 
their principal nerve trunks; or along the blood-vessels so as to 
hinder the circulation. The electrical and mechanical excitability 
of the motor nerves is greatly increased. A light blow over a nerve 
will canse active contraction of the muscles supplied by it (Choy- 
stek’s symptom). Pressure on. a sensory nerve will induce pares- 
thesia over its peripheral origin. In acute cases the pulse may be 
rapid and fever present. Gastric tetany is preceded by prickling, 
numbness, and formication in the extremities; often also, in the 
severe cases, by intractable vomiting. The tetanic contractions are 
usually paroxysmal, and last for varying periods, The attacks con- 
tinue from a few hours in the slighter cases to two weeks or longer 
in the aggravated forms, particularly gastric tetany, and may run for 
many years, 

Diagnosis—In tetanus a trauma precedes, and the contraction 
begins in the jaw-muscles; in tetany, in the extremities, and the 
attitude of the hands is quite different. Carpo-pedal spasms in 
rickety children, or in those with severe gastro-intestinal catarrh, 
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The lack of direct heredity and appearance in childhood are import- 
ant points of differeuce. Myotonia or Thomsen’s disease is at times 
difficult to exclude, but the muscular fatigue of this latter is 
different. 


‘The prognosis is bad. 


C, TROPHONEUROSES 

I. Raynaud's Disease.—Rare, and oceurs usually in children 
and young adults, and in women more often than men, 
causes are anwmia, chlorosis, aud neurasthenic conditions. The chief 
causative factors are the acute infectious fevers, menstrual disturb- 
ances, malaria, fright, and occupations that lead to exposure. Syph- 
ilis and diabetes may be causes. 

Symptoms.—The onset is sudden. Two or three fingers of both 
hands are usually involved, At first, or in a mild form, there is cold- 
ness, numbness, and waxy pallor of the fingers. They feel as if dead, 
the skin appears shrunken, and there is slight anwsthesia. This condi- 
tion disappears, but returns again, and may become almost constant. 
All the fingers may be affected, more rarely the toes, tip of the nose, 
and the ears. This mild form (digifi mortui, dead fingers, local 
syncope) is due to a slight exposure to cold. 

In the more severe form the fingers are blue and swollen. There 
are burning sensations and much pain, without anesthesia. Gan- 
grene follows this “local asphyxia.” In the gangrenous stage the 
tips of the fingers become the seat of small blisters, which fill with 
bloody serum and then dry up. Beneath the scab thus formed a 
shallow ulceration begins, which soon heals and leaves a scar. 

Occasionally hematuria may be present. The condition of digiti 
moriui may last a few days or weeks, perhaps months. The gan- 
grenous stage usually continues for about three weeks. 

—This disease must be distinguished from senile gan- 
grene, frostbite, ergot poisoning, alcoholic neuritis, endarteritis, and 
obstruction of the nutrient vessels. The cowrse is long and the die 
ease is liable to recur, but most cases recover. 

Il. Erythromelalgia (ied Newralgia of the Feet, Congestive 
Neuralgia) —Causes.—Commonly affects men in middle life. The 
usual causes are severe physical exertion afoot and fevers. It occurs 
in diabetes and in the gouty. 

foms.—There are continuous burning pains in the ball or the 
heel of the foot, and all of the plantar nerve distribution on the sole 
of the foot is soon involved. The pain is usually worse at night. 
Walking and standing are painful. On exertion there is flushing of 
the feet, and in bad cases the purts affected present a continuous 















mastication may occur, The tongue may also be affected. The diag- 
nosis is easy (Fig. 40, page 174), The disease must be distinguished 
from infantile hemiplegia with atrophy, atrophy from gross nerve le- 
sions, and congenital asymmetry. The disease is rapidly progressive 
at first and then stationary. It is not curable, but does not affect life. 

V. Acromegaly (Marie's Disease).—Occurs equally in males 
and females, and usually begins between the ages of 18 and 26 years. 
Many cases are associated with disease of the body. 

Symptoms.—There is a gradual enlargement of the head, feet, 
and hands, accompanied by headaches, malaise, dulness, alight rheu- 
matic pains, general weakness, anemia, polyuria, and dryness of the 
skin. The sexual power diminishes in men and menstruation ceases 
in women, The bones and the soft parts are both hypertrophied, the 
enlargement being in width rather than length, The hands and 
feet, and the tongue, lips, and nose are enormously hypertrophied. 
‘The lower jaw is often more involved than the cranium. The ster- « 
num is hypertrophied and the chest bulging. The pelvis may be 
enlarged, but the bones of the thigh and leg usually escape. The 
arms and the shoulder girdle, except the clayicle, are not usually 
much affected. The face (see (e), page 172) is heavy and massive, the 
hair course and dry, and the skin frequently pigmented. There is a 
cervicodorsal kyphosis. The voice is altered and the speech is slow, 
guttural, and embarrassed, apparently as a result of the enlarged 
tongue. The vision may be affected, and hemianopia may be present, 
especially if the tumour of the pituitary body presses on the optic 
tracts. The muscles, at first hypertrophied, afterward atrophy. 
Paralyses and anwsthesias do not occur. 

Diagnosis.—The disease must be distinguished from osteitis de- 
formans, congenital enlargements, and the so-called giant growth 
which affects only single members. The disease, as a rule, ean not 
be cured, but it may become stationary. Its course is chronic, and it 
persists from 10 to 20 years, 





Il. DISEASES OF THE PERIPHERAL NERVOUS SYSTEM 


A. DISEASES OF THE PERIPHERAL SENSORY 
NEURONES 
I. The Neuralgias.—(I) Coceygodynia.—Neuralgia affecting 
the lower posterior branches of the sacral nerves. It occurs most 
frequently in women, and is due mainly to labour, injury, and expo- 
sure. Coccygeal pains occur in spinal irritation and also reflexly 
from pelvic disease. The diseage is painful and interferes with walk- 
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(¥) Plantar Neuralgia. —Very rarely the pain of sciatica is limited 
to the plantar nerves. In this condition there is paresthesia and 
sometimes anwsthesia. 

(VI) Lumbo-abdominal Neuralgia—aAffects the upper lumbar 
nerves. Cwuses.—Oceurs usually in women after the 30th year. In 
addition to the usual causes of neuralgia, straining, pelvic disease, 
and constipation are found to be causative factors. Diseases of the 
hip or of the internal genitals cause reflex pain. Myalgic and reflex 
pains from uterine disorders are common. ‘True essential neuralgias 
are infrequent. 

Symptoms.—The chief symptom is pain in the back (frequently 
bilateral), loins, and buttocks, which extends down to the hypogas- 
trium or genitals on one side. Occasionally painful points may be 
found. Femoral or crural neuralgia is a form in which the long 
lumbar branches are affected. Meralgia is a condition in which 
numbness and pricking is feltalong the thigh. It is due to a lesser 
irritation of the long lumbar branches, and is a mild form of femoral 
neuralgia. The pain in true femoral neuralgia is in the front of the 
knee and the anterior and outer parts of the thigh. There is no 
pain below the knee. 

Diagnosis.—The cardinal points are: the unilateral pain, with its 
distribution and paroxsymal character, the presence of tender points, 
the absence of organic disease, and of marked discomfort on motion 
or pressure. Lumbago has a sudden onset, a history of exposure, 
and is limited to a single group of muscles which are painful on deep 
pressure. In lumbar sprain there is a history of injury, a sudden 
onset, and marked local tenderness. 

(VII) Mammary Neuralgia (Mastodynia)—True mammary neu- 
ralgia is due to injury, pendent breasts, anemia, and pressure from 
badly fitting corsets. It also occurs in hysterical women and sexu- 
ally precocious girls, and in pregnancy and during lactation. It is 
also caused by local tumours. Local disease of the breast causes 
many mammary pains. This form of neuralgia is unilateral and very 
severe. It may cause mental depression from fear of cancer. 

(VII) Herpes Zoster (Shingles),—A dermatitis secondary to an 
acute hemorrhagic inflammation of the posterior ganglia. The most 
frequent causes are infections, wounds, rheumatic, syphilitic, and 
gouty poisons, emotional influences, and the morphine habit. The 
onset is gradual, and characterized by pain and a herpetic eruption. 
The lower dorsal nerves are often affected, and the eruption follows 
the course of the nerve. The attack is usually over in a few weeks, 
but in some cases the pain may persist for long periods. 

(IX) Intercostal Neuralgia (Side Pains)—This affection is com- 
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ng a true neuralgia; asa result of eye strain, and as a symptom of 
brain tumour, meningitis, and rheumatic inflammation of the nerves 
and muscles of the neck. True cervico-occipital neuralgia occurs 
more commonly in women and between the ages of 20 and 35. Pel- 
vic disease often causes it reflexly. 

In the typical form the pain is paroxysmal, unilateral, 
and sharp, sometimes intense, and there are tender points oyer the 
nerves. The duration of the disease is about 5 or 6 weeks, but it 
may become chronic if due to a reflex cause. When due to hysteria 
or spinal irritation the disease is central and there is a sharp boring 
pain below the oceiput. Symptoms of cerebral congestion or anwmia, 
and vertigo and faintness, may be present, but no vomiting. Pain 
of a boring character points almost positively to spinal irritation. 
The pain in neurasthenia is more like a tired ache, 

(XIII) Neuralgias of the Trigeminus.—(1) Symptomatic Form.— 
This is the most frequent, and includes supraorbital, infraorbital, or 
supramaxillary, inframaxillary or dental, and mixed forms. Supra- 
orbital neuralgia is the commonest variety. It occurs in females 
oftener than in males, usually in the first half of life. The left side 
is generally affected. The causes are dental disorders, exposure, 
anemia, childbearing, disease of the eyes or nose, syphilis, gout, 
rheumatism, diabetes, epilepsy, malaria, and trauma. 

The pains are very sharp and severe, with exacerbations and re- 
missions. They may last for days and then be absent for a long 
time, but they come back unless the cause is removed. There may be 
edema of the eyelids in supraorbital neuralgia. There are tender 
points along the course of the nerve involved. The pain may radiate 
from some point, as the ear or occiput. The pupil is occasionally 
dilated, and there may be a reflex facial spasm. 

(2) Tic Doulowreux—This form of neuralgia occurs in middle or 
advanced life, and is very severe. Itis due to disease of the Gasserian 
ganglion. Exposure, overwork, and depressing influences are accom- 
panying factors. The chief symptoms are the intense, unilateral, 
darting pains, which radiate from the side of the nose or the upper lip, 
through the teeth, or into the eye, or even the brow and head. The 
pains come in paroxysms, lasting for a few minutes, during which 
the face is flushed and the eyes and nose run. There is an expression 
of agony on the face. The patient is seldom free from some pain, 
and a breath of cold uir, speaking, cating, or putting out the tongue 
may bring on a paroxysm. ‘These pains may come on for a certain 
length of time each year. There are often spasmodic movements of 
the face, tongue, or jaws. Occasionally there is anwsthesia. This 
disease is very difficult to cure permanently without surgery. 
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hyperesthesia, severe pains, marked tenderness and burning sensa- 
tions, and tactile anwsthesia. They occur in the hands, legs, and feet. 

(2) Sensory or Pseudo-tabetic Form.—Diabetes, and infectious and 
metallic poisons are the causative factors in this form more often 
than alcohol. The course is similar to that of the motor form, 
although the paralysis is usually less marked and the sensory symp- 
toms are more prominent. The muscular and articular senses are 
lost. Inco-ordination is a prominent symptom, hence the resemblance 
of this form to tabes dorsalis. 

(3) Zpidemic and endemic forms are due to acute infection and 
malaria (see Beri-beri, page 830). 

(4) The acute pernicious form comes on suddenly. The course is 
rapid, and death follows in a few weeks. The cardiac and respiratory 
nerves are inyolved. The cause seems to be some septic organism. 
Landry's, or acute ascending, paralysis is another form in which 
acute pernicious multiple neuritis appears. In this type there are 
no electrical changes or atrophy and few sensory symptoms. 

Differential Diagnosis of Multiple Neuritis.—The cardinal points 
are: alcoholic history, acute onset, gradual paralysis of legs and 
hands; foot-drop and wrist-drop; severe pains and tenderness; early 
logs of faradic and change in galvanic excitability; the absence of 
sphineter involvement; and loss of the knee- and elbow-jerks. 

It is distinguished from anterior poliomyelitis by the persistence of 
pain and other sensory symptoms, the tenderness of the nerye trunks, 
the early loss of electrical excitability, the history of the case, and the 
age of the patient. In anterior poliomyelitis the paralysis is not 
symmetrical, and the loss of electrical excitability occurs after weeks 
or months. In myelitis the bladder is affected, while in multiple 
neuritis it is seldom disturbed. The onset and progress of myelitis 
are more rapid, the muscular atrophy less, and the knee-jerks are 
increased. It is distinguished from tabes by ita more rapid onset, 
the presence of paralysis, atrophy, and R. D., and the absence of 
involvement of the organic centres and pupils. In spinal hemorrhage 
there is usually pain in the back. Neuralgia is unilateral, while 
the pains of multiple neuritis are bilateral. The persistence of 
tenderness and hyperesthesia wonld also indicate multiple neuritis. 

The prognosis of multiple neuritis is good in all forms except those 
due to alcohol or toxemia. The majority of cases recover almost 
entirely. In aleoholic cases death is frequent, although often not 
due to the neuritis, but to alcoholism or to phthisis. 

Il. Symmetrical Spontaneous Ulnar Neuritis.—Probably 
a degenerative neuritis and due to some infection. The exciting 
cause is pai A neuropathic tendency is the predisposing 
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phy of the sterno-mastoid. If the trapezius is involved there is a 
depression in the neck, seen best on deep inspiration. It is diffieult 
to raise the arm. When both nerves are paralyzed there is marked 
difficulty in rotating the head or lifting the chin. Paralysis of both 
sterno-mastoids tends to cause the head to full backward; of the 
upper parts of both trapezii, to drop forward. The paralysis is fol- 
lowed by atrophy and R. D. When both parts of the spinal acces- 
sory are affected there are also dysphonia, dropping of the palate, 
and rapid pulse. The characteristic features are marked. 

VI. Paralysis of Phrenic Nerve.—Due to injury or disease 
of the cervical cord, peripheral disease, hysteria, mediastinal tumours, 
rheumatic and toxic influences, pleurisy, and peritonitis. The most 
common causative factors are, however, tabes dorsalis, acute ascend- 
ing puralysis, spinal-cord disease, and surgical injuries. In bilateral 
paralysis of the diaphragm there is no movement of the abdomen or 
the epigastrium, and the hypochondrium is drawn in (pages 417, 418). 
Dyspnoa and rapid breathing follow slight exertion. If the di- 
aphragm alone is affected the trouble is in the trunk of the nerve. 

VU. Combined Paralysis of the Brachial Nerves.—Oc- 
curs oftenest in men. It is not rare in infants as a result of obstet- 
rical injuries. Exciting causes are injuries, tumours, dislocation of 
the shoulder, neuritis, and crutch and other compressions. There 
are also functional palsies from hysteria and overwork. 

According to the degree of compression or injury to the nerve, 
there are pain, tenderness, paralysis, atrophy, electrical changes in 
the muscles, anmsthesia, or trophic, vasomotor, and secretory dis 
turbances. If the musculo-cutancous is chiofly affected the patient 
can not flex the forearm. If the musculo-spiral is affected the pa- 
tient can not extend the arm. If the circumflex or the lower cervical 
and upper dorsal nerves and the posterior thoracic are involved the 
patient can not elevate the arm outward, 

Diagnosis.—Oan be made by ascertaining the special nerves in- 
volved and the nature and seat of the lesion. Distinguish between 
(1) a totalarm palsy; and (2) an upper-arm type (£rb's palsy), in 
which the deltoid, the biceps, brachialis anticus, supinator longus, 
and sometimes the supinator brevis are involved. The arm hangs 
by the side and the forearm can not be flexed. Erh’s palay is fre- 
quent in infants and is one of the obstetrical palsies. There is also 
(3) a lower-arm type, in which the triceps, the flexors of the wrist, the 
pronators, the flexors and extensors of the fingers, and the hand mus- 
cles are involved. The hand is useless and the extension of the fore- 
arm is impossible. Combined nerve palsy due to a primary brachial 
neuritis is differentiated from progressive muscular atrophy by the 
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are the most common cause. It may be the seat of a primary de- 
generative neuritis. 

Symptoms.—The ring and little fingers arc especially weak, and 
the hand can not be closed tightly. There is a condition of “ main 
en griffe.” There is some anwsthesia over the distribution of the 
nerve. Pain and tenderness may be present. 

IX. Paralyses of the Lumbar Nerves.—aralyses and spas- 
modic troubles of these nerves are usually symptomatio—e. g., of 
caries of the spine, psoas abscess, impacted feces, pelvic tumours or 
injuries, hip disease, obturator hernia, or pressure of the fatal 
head. 


If the 2 upper lumbar nerves are affected only sensory symptoms 
occur, If the next 2 are affected there is trouble in extending the 
leg and flexing the hip on the trunk. If the obturator nerve is para- 
lyzed the thigh can not be adducted or the leg crossed, and outward 
rotation of the thigh is weak. If the anéerior crural is paralyzed 
the anterior thigh muscles are weak and the leg can not be extended. 
There is anwsthesia or pain over the crural area. If the posterior 
branches of the lumbar nerves are paralyzed there is weakness or 
paralysis of the erectors of the spine. This occurs in progressive 
muscular atrophy. 

X. Peripheral Leg Palsies.—May be combined or single. 

(I) Combined Patsies.—Due to dislocation, injury, hip disease, 
tumours, and neuritis. There may be an hysterical sacral palay. 
The foot can not be moved nor the leg flexed. The thigh can not be 
drawn back or rotated freely. Pain, anssthesia, atrophy, and vago- 
motor and secretory disturbances are present. The diagnosis de- 
pends on the history, the area of anwsthesia, and the extent of 
paralysis. It is differentiated from spinal-cord disease by the uni- 
lateral symptoms, the absence of sphincter trouble, and the atrophy 
and sensory disturbances. 

(II) Single Nerve Sacral Palsy.—The sciatic is oftenest affected, 
especially its anterior tibial branch. Syrptom.—* Foot-lrop.” 

XI. Facial Palsies.—The most common variety is here con- 
sidered (see also pages 185 to 190). 

Peripheral Facial Palsy (Zell's Palsy).—Causes.—Infection, ex- 
posure, and rhenmatism. Occurs between the ages of 20 and 40, 
more frequently in males. A nenropathic constitution predisposes. 
It may occur in tabes and multiple neuritis, or follow injuries to the 
petrous bone, ear disease, or swelling in geniculate ganglion. 

Symptoms.—Sudden onset. Is usually complete in a few hours. 
There may be some pain about the car. For a description of pe- 
ripheral paralysis, sec page 185. If the paralysis is not complete, 

















| and ‘medullary affections 

Tt is essential to bear in mind, peered pes of dis- 
ease are the exception rather than the rule. Tn spinal. diseases, 
ax in affections of other parts of the body, writers are accustomed to 
describe typical forms. Theat ia’ reality tha? well developed’ gut 

completely rounded out clinical groupings, and are rare cases rather 
than the common ones—the word typical should read irae 
‘Thus it ic found that the clinical groups which are dealt with in 
section represent the well-rounded classical types, those founded on the 
anatomical configuration of the structures affected. In practice it will be 
found that the disease processes will be found incompletely developed 
and the types will merge one into another. It should be added, however, 
that in no other part of the body can the clinical pieture and the 
anatomical substratum be brought into quite such a definite correlation, 

Diseases of the spinal cord and the medulla may thus be arranged: 
under eight anatomically comprehensive, and clinically most helpful, 
groups, as follows: 

(1) Anterior horn motor nuclei group—Anterior poliomyelitis 
type. Syndrome of muscular paralysis, lost reflexes, atrophy. 

(2) Anterior horn nuclei and lateral column group.—Amyo- 
trophic lateral sclerosis type. Syndrome of muscular weakness, spas- 
ticity, atrophy. 

(3) Diffuse disease spinal cord.—Myelitis type. Syndrome of 
spastic paraplegia with or without sensory or nucleus changes accord- 
ing to site. 

(4) Central gray substance group—Syringomyelia type. Syn- 
drome of pareses, atrophy, dissociation of heat, pain, and tactile sense. 

(5) Antero-lateral column group.—Lateral sclerosis type. Syn- 
drome of paralysis, spasticity, increased reflexes. 

(6) Posterior sensory column group.—Locomotor ataxia type. 
Syndrome of ataxia, lost reflexes, sensory changes. 

(7) Secondary degenerations group.—Hemiplegic type. Multiple 
sclerosis. Syndrome of paralysis, spasticity, unilaterality. 
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“The eats ycrnareal a are slight | 
the arm or shoulder, will coos bauahonae soe wrteling od 
Atrophy next appears, usually in one hand (Fig, 270) the 
longus pollicis, the thenar, and the interossei muscles being 
earliest affected. The wasting extends without regard to the nerve 
distribution, although the muscles supplied by the ulnar nerve are 
most affected. The different motions of the fingers become impaired 
according to the muscles involved. The wasting i gradually up 
the forearm to the arm and shoulder. The flexors and extensors are. 
alike affected. The hand is now flattened and thin, there is inability 
to flex the wrist or extend the fingers, and the characteristic con- 
dition of main on griffe or claw hand is the result. The other hand 
usually becomes affected within from 3 to 9 months. Occasionally 
the shoulders and arms are first affected (“npper-arm type”), the 
atrophy appearing in the deltoid, triceps, and biceps, and i 
downward to the hands. 




























upper extremities become inyolved 
arm muscles, except the supinator 
shoulder muscles are not affected. 
twitchings. R. D., varying in degree, is 
no anesthesia, but there may be some 


muscles. The course of the disease is long, and there may be remis. 
sions, but it is incurable. 






chief causes are syphilis, iad paleadlag exposure, excessive use of 
the muscles in talking, debilitating influences, and mental strain. 

Symptoms—tThe disease first affects the tongue, which can not 
be elevated or protruded, and appears wrinkled and searred. The 
patient does not talk distinctly (see (2), page 263), and is unable to 
pronounce the lingual consonants, |, n, 7, and ¢. Next, the lips be- 
come weak, and there is inability to articulate the consonants m, p, 
&, or the vowel 0, or to whistle. Difficulty in swallowing, and drib- 
bling of saliva from the mouth soon begin. Hard solids, and later 
fluids, are the most difficult to manage, semi-solids being taken more 
easily, The lips finally become so paralyzed that the patient can not 
shut the mouth, and the lower part of the face becomes motionless 
and expressionless, while the upper part manifests great suffering 
and anxiety. Sometimes the facial nerve becomes a little involved. 
Articulation is at last almost entirely impossible. Paralysis of the 
palate gives the voice a nasal twang. 

‘The patient’s throat feels tired with a sense of dryness and stiff- 
ness. There may be some impairment in the sense of taste. Pain 
and anesthesia are absent. In the latter part of the disease there is 
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Then there is a slight strabismus, usually divergent, and drooping 
of the eyelids. tes cannot follow the finger beyond a certain 
limit. ‘The peculiar expression of the face is known as the “Hutch- 
ingon face.” Reactions of the pupil to light and accommodation are 
not usually impaired. There may be diplopia. The course of the 
disease is slow, sometimes almost stationary, except when complicated 
with progressive muscular atrophy, in which case it is more rapid, 
and death resulta in 2 to 3 years, from the latter disease. 


ANTERIOR HORN NUCLEI AND LATERAL COLUMN 
TYPE 

VII. Amyotrophic Lateral Sclerosis.—(Spastic Form of 
Progressive Muscular Atrophy, or Charcot’s Disease)—Occurs usu- 
ally between the ages of 35 and 50, more often in women. It is not 
eaused by lead-poisoning, syphilis, or acute infectious diseases, and 
is considered to be a disease of involution—that is, due to an in- 
herently deficient vitality. Cold, trauma, and shock seem to be pre- 
cursors in some cases, (See also Fig, 195, page 525.) 

Symptoms.—The disease in its typieal form combines the symp- 
tom complexes of anterior poliomyelitis, spastic spinal paralysis, and 
bulbar palsy. Usually the initial symptoms are referable to the 
medulla, but the arms may be primarily affected, less often the legs. 
There is first a difficulty in swallowing or speaking, There may be 
an occasional spasm of the tongue, and the lips or check may foel 
stiff. Then the legs and arms become weak and stiff. The progress 
of the symptoms is slow. ‘There are disturbances of speech, and 
swallowing is difficult. The arms atrophy and become stiff and rigid, 
producing characteristic deformities. The reflexes are markedly ex- 
aggerated; there is ankle clonus; the arm reflexes are increased, and 
there is an active jaw-jerk. The jaw is stiff. Slight pain may be 
present. Anwsthesia and sphincter involvement do not appear until 
late in the disease, The patient may become quite helpless and be 
confined to bed within a year, because of the rigidity and contrac- 
tures in both arms and legs. In some bulbar symptoms are marked. 

Piagnosis.—The disease must be distinguished from multiple 
sclerosis, transverse myelitis, and the other forms of progressive mus- 
cular atrophy. The chief points of diagnosis are: the marked and 
progressive wasting ; the rigidity and contractures; the exaggerated 
reflexes; and the absence of sphincter or sensory disturbances. The 
disease differs from ordinary bulbar paralysis in that there are stiff- 
ness, cramps, increased reflexes, and rigidity in the muscles supplied 
by the facial, trigeminal, glosso-pharyngeal, 10th, 11th, and 12th 
nerves. The prognosis is always bad. Duration, 2 to 3 years. 
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may be strong erections withont the patient's knowledge if the 
lesion is in the dorsal or cervical region. The bladder may also con- 
tract. automatically and forcibly expel the urine when the lesion is 
above the lumbar region. The temperature of the limbs is at first 
slightly elevated, but later it is subnormal. In a few eases there may 
be a body temperature of 102° to 104°, under which circumstances the 
prognosis is bad. On the buttocks and heels bedsores may appear 
early in the disease, They are due to trophic disturbances and pres- 
sure. The skin may be dry, or there may be hyperidrosis. When the 
lesion is in the lumbar cord the skin and tendon reflexes are dimin- 
ished, the paralysis is flaccid, the muscles tend to atrophy, and there 
is 2. D, More commonly it is dorsal, and the reflexes become exag- 
gerated ; spasms and contractions appear, and deformities result. 

‘The reflexes will be absent if the lesion extends entirely across 
the cord, although there may be still some excessive muscular ten- 
sion, The arms are generally affected to a greater extent than the 
legs when the losion is in the cervical cord. The pupils may be 
dilated and unequal beeause of the involvement of the cilio-spinal 
centre. If the cervical lesion is extensive, paralysis of the intercostal 
muscles and disturbance of the action of the heart may ensue, 

The disease reaches its height in a few days, or at the most within 
2 weeks, remains stationary for some weeks, and then, in non-fatal 
cases, a gradual improvement begins. Within the first 6 months 
there is a return of sensation, and within 18 months some return 
of motion accompanied by spasms and contractures due to a descend- 
ing degeneration. If the patient has enough strength to walk, there 
is apt to be some ataxia and also a little anwsthesia left, which will 
leave him in a condition of “ataxic or spastic paraplegia.” 

Differential Diagnosis.—This must be made from hemorrhage, 
acute embolic or thrombotic softening, multiple neuritis, meningitis, 
acnte ascending paralysis, meningeal hemorrhage, and hysterical 
paralysis. Spinal hemorrhage is sudden in its onset and usnally 
there is no fever. Acute softening is the initial lesion in many cases 
of acute myelitis and therefore cun not be differentiated from it. The 
onset of multiple neuritis is slower; pain, local tenderness, and sen- 
sory disturbances are more seyere, and the sphincters are rarely 
involved. Acute ascending paralysis is progressive, and disturbances 
of sensation, atrophy, and changes in electrical irritability are absent 
or slight. Pain and tenderness in the back and limbs are present in 
meningitis, and there are rigidity, cramps, and slight paralysis, but 
the bladder is not affected. In hysterical paraplegia there are the 
yarious signs of hysteria, little spasm or rigidity, and no marked 
atrophic or electrical changes. There may be some characteristic 
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sphincters are not involved. The symptoms of spinal tumours come 
on more slowly, are more localized, and there is usually much more 
pain. In mudtiple sclerosis there are speech disturbances, intention 
tremor, and nystagmus. In rain palsies the paralysis is unilateral, 
spastic, and without pain or disturbances of the visceral centres, 
Progressive muscular atrophy presents atrophy with no sensory or 
sphincter disturbance. The prognosis is not favourable, although 
patients may live for twenty years or longer. 

X. Spina Bifida (//achischisis Posterior),—Congenital hernia 
of the spinal membranes, sometimes the cord, through a cleft due 
to the absence of some of the vertebral arches. Occurs in 1 child 
ont of every 1,200, oftener in females. Hydrocephalus and other 
developmental defects are often associated. 

Forms.—(1) Spinal meningocele—the spinal membranes alone 
protrude into the sac. (2) Spinal meningo-myelocele—the cord and 
membranes both protrude. (8) Syringo-myelocele—the fluid is in 
the central canal, and the inner lining of the eac is formed by the 
meninges und thinned-out spinal cord. 

Symptoms.—Because the lumbar and sacral laminw are the last 
to solidify, spina bifida almost always occurs in these regions. Two 
or three vertebra are usually involved. ‘The skin is often glossy, 
tough, thickened, or ulcerated. The tumour may be pedunculated 
or sessile, and varies in diameter from 1 to 6 inches. The su 
are feeble, badly nourished, and poorly developed mentally. Para- 
plegia occurs ina great number. In some there is sphincter trouble 
and anaesthesia. Talipes is frequent. The diagnosis is easy. Con- 
genital tumours must be excluded. Important to determine whether 
the cord is in the sac or not. Marked paraplegia, sphincter troubles, 
or anwsthesia indicate its presence. Most of the cases die, but the 
prognosis is best for meningocele. 

XI, Spinal Hemorrhage.—(I) Spinal Meningeal Hemorrhege. 
—Hematorrhachis (hemorrhage into the membranes of the cord, 
usually ontside the dura) is the most common form. Occurs in the 
newborn and in adults, in men rather than women. Injuries, frac- 
tures of the spine, and falls are the most common exciting causes; 
also severe convulsions from strychnine poisoning, epilepsy, tetanus, 
chores, eclampsia, or severe muscular exertion. More rarely the 
bursting of an aortic or vertebral aneurism, cerebro-spinal meningitis, 
or malignant infectious fevers are reaponsible. 

































DISEASES OF THE NERVOUS SYSTEM 1078 


‘Tho paralytic symptoms, and the accompanying pains, appear upon 
coming out from the high pressure. The organism apparently aceom- 
modates itself to high pressures without much difficulty, but it is the 
sudden change from a high to a low pressure which is responsible for 
the oceurrence of the disease, 

As a means of prevention, in modern engineering practice, several 
chambers are provided between the high-pressure room and the outer 
air, in which successive lower pressures are maintained, The work- 
man, haying finished his shift, passes from one to another, spending 
perhaps an hour before he reaches the outside atmosphere. It is 
found that if these precautions are observed the disease does not 
occur, or its frequency is reduced to a very small percentage. 

Men employed in caissons or diving-bells are usually under a pres- 
sure of from 1 to 4 atmospheres, which is equivalent to from 16 to 60 
pounds to the square inch. Some men are more susceptible than 
others. This condition is not usually brought about unless the pres- 
sure is greater than 3 atmospheres. Those unused to the work are 
more apt to be attacked, Small fissures, lacerations, and hemorrhages 
have beon found in the spinal cord. There is a hypothesis that bub- 
bles of oxygen, previously absorbed by the blood under high pressure, 
are liberated in the substance of the cord; or that emboli, composed 
of gas, are formed in the capillaries; or that the multiple hemorrhages 
which are found are due to acute congestion or thrombosis. 

Syntptoms.—These usually appear immediately after the patient 
comes out of the caisson, but may not do go for several hours. The 
most common symptoms are pains of great severity about the joints, 
the knees and elbows especially, usually without swelling, muscular 
pain and swelling, and vomiting, with pain in the epigastrium. Less 
commonly there are vertigo, headache, and paraplegia; rarely hemi- 
plegia and monoplegia. In some cases apoplectiform attacks oceur, 
followed by coma and death within a few hours. The disease lasts 
from a few hours to several weeks, 

Prognosis.—Death may follow in the severest cases; complete re- 
coveries are not infrequent; the paraplegia sometimes disappears, but 
if organic changes (softening) occur, there isa persistent paraplegia. 

XIL Tumours of the Spinal Cord.—Comparatively rare, and 
occur usually between 30 and 50 years, more often in males, Tubercle 
appears between 15 and 35 years; lipoma is congenital, Predisposing 
causes are syphilis, tuberculosis, and cancer. Exciting causes are 
injuries and exposure. 

Symptoms.—Depend upon the location, character, size, and rate 
of growth of the tumour. Pain is early and constant, usually con- 
tinuous and severe, and ordinarily referred to nerves orginating in 
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DISEASE IN CENTRAL GRAY SUBSTANCE 
XIIL. Syringomyelia.—A disease of the spinal cord in which 
there is a development of gliomatous tissue in the central parts with 
the formation of cavities (Fig. 194, page 523). It is comparatively 
rare; occurs in men more often than in women, and develops between 
the ages of 15 and 25. Hand workers are especially affected. Preg- 
nuncy, trauma, and infectious diseases seem causative. 
Symptoms.—Onset gradual, with paresthesias in the hands and 
some aching pains in the neck and arms, followed by muscular wast- 
ing of both hands, which increases and extends gradually toward the 
trunk. There may be fibrillary twitchings anda partial R.D. There 
is usually a marked anesthesia of the hands and arms to 
and pain, but not to touch, When the legs are involved (late in the 
disease) there is generally spastic paraplegia. There is a scoliosis of 
the spine, as a rule, in the dorso-lumbar region. Rarely the throat 
and face are involved. Vasomotor, secretory, and trophic symptoms 
are marked—e. ¢., sweating or dryness of the skin; red, congested, 
or edematous hands; skin eruptions, such as herpes, eczema, and 
bullw; painless whitlows, erosions, and ulcerations of the terminal 
phalanges, and the nails may become dry and brittle and drop off; 
and arthropathies or spontaneous fractures, The pupils may be 
unequal, In the late stages of the disease the bladder, rectum, and 
genital centres are affected, and the medulla becomes involved. 
There are 5 types of the disease (Daxa): (1) The disease may be 
latent, with few or non-characteristic symptoms ; (2) there may be a 
period of irritation and pain in the extremities followed by paraplegia, 
with few sensory troubles, the course suggesting a chronic transverse 
myelitis or a Brown-Séquard paralysis; (3) a type in which bulbar 
symptoms develop early, but differing from ordinary bulbar paralysis 
in the involvement of the trigeminus and other cranial nerves not 
commonly attacked; (4) a form characterized by a rather rapid 
ascending paralysis; and (5) a type characterized by the aymptoms of 
muscular atrophy with analgesia and felons (Morvan’s disease). 
Diagnosis.—The distinguishing points are: its beginning during 
adolescence, the progressive muscular atrophy combined with the 
peculiar dissociated disturbances of sensibility, and the scoliosis and 
trophic disturbances. It must be distinguished from progressive 
muscular atrophy and dystrophy, hypertrophic cervical pachymenin- 
gitis, amyotrophic lateral sclerosis, chronic transverse myelitis, anws- 
thetic leprosy, and Morvan’s disease. In progressive muscular atro- 
phy there are no sensory or trophic disturbances, or scoliosis. The 
disease can not often be differentiated from Morvan’s disease, al- 
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areas of anesthesia on the legs or the feet and toes. The leg pains are 
lightning-like and oceur in paroxysms. Sexual power may be lost. 
Vesical control is impaired, and there are constipation, girdle sensn- 
tion, attacks of pain with vomiting, and perhaps a eause- 
less diarrhea. pupils become small or unequal and react to ac- 
commodation, but not to light, Later the ataxia, pain, and anwsthesia 
may affect the arms, 

(3) The paralytic stage. The power of walking is entirely lost, 
although the muscular strength of the legs is fairly good. With closed 
eyes the patient does not know where his legs are, the ataxia and 
anesthesia are marked, and he does not feel a touch or the prick of 
a pin. Tho ataxia, anesthesia, and pains in his arms have increased, 
but never become as bad as in the legs, The pains, although present, 
are not as severe. The bladder is paretic, anesthetic, and has to be 
eatheterized. Mental involvement may or may not be present. 

Description of Symptoms.—Ataxia, both static and motor, is prea- 
ent very early in a moderate degree, due to a beginning anwsthesia of 
the joints and tendons. The knee-jerk is early lost—an important 
diagnostic sign. The station (ITT, page 35) and gait ((1), page 36) 
are characteristic; so also are pains of a lightning or lancinating 
type, 4ypé, usually in’ the legs, along the coures of the nerves, er in imiall 
areas on the leg, foot, or thigh, so sudden and severe that the pa- 
tient involuntarily jumps or jerks the limb. An early symptom may 
be a severe rectal neuralgia. The pains may be nearly continuous, 
or may occur every few days or only once or twice a month. Some- 
times they are entirely absent for several months, only to return with 
renewed vigour, but usually persist throughout the disease, 

Areas of tactile anmsthesia on one or both sides of the chest, and 
in the back at the same level, are early and diagnostic symptoms. 
Anwasthesia affects first the feet, then the legs and thighs, fingers and 
hands, later extending from the thighs to the trunk, ‘The anesthesia 
is greatest to pain, but also affects the tactile and temperature senses. 
There are often delayed sensation and polywsthesia, 

Optic atrophy (6 per cent of all cases, more often in left eye) 
appears in the pre-ataxic stage, and if the patient has reached the 
second stage without it, he will probably eseape it altogether. It be~ 
gins with flashes of light, musca volitantes, and increased sensitive- 
ness to light. Vision fails, and there is often a disturbance of colour 
sense, and always an irregular contraction of the field of vision. The 
atrophy progresses until in about 3 years blindness results. Dis- 
orders of hearing are frequent, usually due to middle-ear disease. 

The eye muscles are nearly always implicated. The pupils are 
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ANTERO-LATERAL COLUMN GROUP —_ 


Il. Spastic Spinal Paralysis (Lateral - Spinal Sclerosis)-—Two. 


varieties are here considered; Little's disease and Brb’s syphilitic 
‘form. 


Little's Disease—A spastic spinal paralysis. Always congenital, 
ly due to developmental defects in inthe pyremidalitratanst 
the cord (Fig. 194, page 523), It may be hereditary. 

In family types the disease may not appear until beds secnied 
even later, but is usually manifested within the Ist year. “symp- 
toms are those of ordinary cerebral diplegia or birth palsy, except 
that there are no marked mental defects; the child is not micro- 
cephalic and idiotic; there are no hydrocephalus, cranial nerve pal- 
sies, or epilepsy, Children suffering from this disease walk “ crose- 
legged,” the legs crossing one in front of the other. The legs are 
more affected than the arms. ‘The facial and throat museles may be 
involyed. Pain is absent. Occasionally the disability inereases as the 
child grows older, rigidity and contractures occurring in the legs and 
arms. At puberty mental impairment and epilepsy may appear. 








 eredtary Spinal Alazia (Priedreich’s Ataxia). —'The | 
g cause is an inherited lack of development of the « 





syphilis, and 
habitual intemperance in the parents. The disease develops between 
6 and 15 years of age, sometimes earlier or later, usually about the 
12th year, more often in males, in children of the labouring and 
farming classes, and seems to follow the infectious fevers. 
Symptoms.—Vhere is at first some ataxia and weakness in the 
lege, which gradually increases and after 5 or 6 years extends to the 
arms. Walking is seriously interfered with, and movements of the 
arms are impaired. Within the first year the knee-jerks are abol~ 
ished. There may be bulbar symptoms, such as thick or scanning 
speech, and frequently nystagmus. Headache and vertigo are often 
present. There are no vesical or rectal disturbances, Talipes varus, 
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(11) Internal Spinal Meningitis (Pachymoningitis Interna).— 
Affecting inner surface of dura mater. Two varicties are recognised, 
hemorrhagic and hypertrophic, Usually occurs in adults, sometimes 
in children, more often in males. Exciting causes are | 

syphilis, and trauma (most important). 

Symptoms.—Pain (shooting to occiput and back) and stiffness in 
the neck, with numbness, prickling, pain, and perhaps stiffness and 
cramps, in the arms, generally more in one than the other, and worse 
at night. There may be nausea and vomiting. After 6 months par- 
alysis begins, with weakness, atrophy, rigidity, and contractures in 
the arms, Anmsthesia, hypermsthesia, and trophic changes occur, 
Paraplegia follows, with rigidity and increased reflexes, and the 
patient finally dies of exhaustion. Diagnosis must be made from 
tumour, Pott’s disease, myelitis, wryneck, and progressive muscular 
atrophy. The important points are: history of injury; slow pro- 
gressive course; the localization of the symptoms and their bilateral 
character; and pain. The majority of cases die. Some are cured, 
others remain stationary for long periods. 

(IIT) Acute Spinal Leptomeningitis (/n/lammation of the Pia Mater 
of the Spinal Cord).—Frequently occurs in connection with disease 
of the cerebral pia mater, seldom alone. Children are most often 
affected, and among adults, men. Alcohol predisposes. Always sec- 
ondary to an infection, with or without traumatism. Exciting causes 
are tuberculosis, syphilis, typhoid fever, rheumatism, insolation, ex- 
posure, and surgical operations. 

Symptoms.—Pain in the back and along the nerves, with some 
fever and an initial chill. The pain increases, and there is dorsal 
tenderness, and rigidity of the muscles of the back, sometimes 
amounting to opisthotonus. There is constipation, occasional ro- 
tention of urine, and hyperwsthesia of the skin. The reflexes at first 
are inereased. Paralysis comes on after a time, and there are reten- 
tion of urine, anesthesia, and atrophy. ‘The weakness increases, bed- 
sores may occur, and death from exhaustion ensue. The symptoms 
come on more slowly in the tuberculous form, and with greater 
severity in the septic form. 

Differential Diagnoxis.—This must be made from myelitis, rabies, 
tetanus, gonorrhwal rheumatism, rheumatism of the dorsal muscles, 
and strychnine poisoning. In myelitis there isnot much pain and a 
great deal of paralysis. In tetanus there is trismus, no fever, and a 
history of trauma. 

Prognosis.—Not good, especially in cases with high fever, severe 
pains, and early paralysis, and in tuberculous meningitis. The acute 
form may subside and become chronic. 
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infection, but, as the symptoms of all these are very similar, the 
alcoholic history usually decides the diagnosis. Proguosis bad after 
marked rigidity and coma have begun. In most cases when the 
neck is stiff the patient dies; if not, the prognosis is better. 

(11) Inflammation of the Dura Mater (Pachymeningitis Externa). 
—Common causes are injuries, caries of the petrous bone in mas- 
toid disease, or the ethmeid bone in ozena, necrosis, erysipelas, and 
syphilis. The disease may be acute or subacute. The symptoma are 
fever, local headache, delirium, and occasionally convulsions and 
paralysis. The diagnosis is made by finding the local cause. 

(111) Inflammation of the Pia Mater (Zeptomeningitis).—The fol- 
lowing varieties are recognised ; 

(1) Acute Simple Leptomeningitis—Oceurs more frequently in 
males, especially in the young. Trauma and acute aleoholism pre- 
dispose. The disease is always the result of an infection, reaching 
the membranes usually from without, sometimes through the blood. 
Disease of the middle ear and mastoid cells is the most frequent 
cause. Others are operations upon or disease of the frontal sinuses 
and upper nasal passages ; disease, injuries, and fractures of the cra- 
nial bones; pneumonia, septicemia, pywmia, scarlet fever, variola, 
rheumatism, empyema, typhoid fever, mumps, measles, and, more 
rarely, endocarditis and brain abscess. Sunstroke alone does not 
seem to be a potent factor. 

Symptoms.—Prodromal symptoms are languor, malaise, headache 
(most prominent), irritability, vertigo, loss of appetite, and vomiting, 
In the second or frritative stage, headache, delirium, rigidity of the 
neck, hyperwsthesia of the skin, vomiting, retraction of the abdo- 
men, irregular fever, contracted and often unequal pupils, and oeca- 
sionally optic neuritis or retinitis are the chief symptoms, Headache 
is persistent with severe exacerbations. There is an early muttering 
delirium, with perhaps alternating stupor and violence. Vomiting, 
when present, is of an explosive (projectile) character. The neck is 
retracted and rigid. General rigidity, resembling catalepay, may 
appear. If the skin is scratched a red line appears (fache cérébrale). 
The abdomen is “ boat-shaped.” There is photophobia, usually with 
contracted and uneven pupils. Convulsions and cranial-nerve pa- 
ralysis (ptosis, strabismus, facial palsy) may ensue. Respiration is 
rapid and uneven; the pulse usually arrhythmic or intermittent 
(50 to 70). There is irregular fever (101° to 103°), with constipation 
and oliguria (sometimes albuminuria). 

In the paralytic stage there is stupor or coma. Some rigidity 
persists, 80 also the scaphoid abdomen. The pupils may become 
dilated, the, akin is moist, and urine and stools may be passed inyol- 
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normal during the first 12 hours. Usually the temperature of the 
paralyzed side exceeds that of the other by 1° or 2°. In rapidly 
fatal cases the coma persists, the pulse increases in rapidity, there is 
Cheyne-Stokes breathing, the temperature rises to 102° or 103° until 
shortly before death, when it may fall again, speech and » 

become difficult, hypostatic pneumonia develops, and the patient 
dies in from 2 to 4 days. There are fatal cases which run a slower 
course of 2 to 3 weeks; in these consciousness is partially regained, 
and the patient is stuporous or mildly delirious, with restlessness 
and headaches. The temperature remains normal, until after 2 or 
3 weeks, when it rises, pneumonia gets in, the patient becomes uncon- 
seious and dies. 

The majority of cases are not fatal. In these the coma disap- 
pears within 5 or 6 hours, the patient is weak and may be mentally 
confused, with some disturbances of speech. The condition is now 
one of hemiplegia, the arm and leg being affected most, the face 
least. Of the facial nerve only the lower 2 branches are involved 
and the eyes can be closed. The tongue protrudes toward the affected 
side. Anwsthesia is sometimes present on the paralyzed side, and 
occasionally there may be hemianopia and disturbances of hearing. 
According to the site of the lesion there may be motor or sensory 
aphasia (page 269). The paralyzed limbs are at first usually flaccid, 
but rigidity may begin early. The temperature usually rises to 100° 
or 102° on the 2d or 3d day, and then gradually falls to the normal 
about the 10th day. A continued rise of temperature after the 4th | 
or 5th day indicates an inflammatory reaction or more hemorrhage. | 

The chronic stage begins when the fever and signs of cerebral 
irritation have disappeared, usually in about 4 weeks. The leg and 
arm can be moved somewhat, the sensory symptoms are less marked, 
the mind is clear, and there is no headache. The face is least 
affected, the leg next, and the arm most, 

The rigidity, beginning about the 2d week, gradually increases 
until there are contractures of the affected limbs, involving, in the 
foot, the extensors more than the flexors. For the gait,see (4), page 
87. The shoulder is adducted and the forearm flexed, and the fingers 
are flexed into the palm. The face muscles are slightly contracted 
and draw to the affected side. There is no muscular atrophy. 

The reflexes, at first diminished or absent, reappear, the knee, 
elbow, and wrist jerks are much exaggerated, and there is ankle 
clonus and Babinski. Electrical irritability is unaltered. In the par- 
alyzed limbs there may be tremor, ataxia, associated, continuous or 
athetoid, choreic, and spastic movements; also burning, cramping 
pains, joint affections, vasomotor disturbances, sweating, and skin 
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Proquosis of Hemorrhagic Apoplery.—Most cases recover, seldom” 


completely, from the first attack. A 2d attack is liable to occur within 
5 years, from which the minority recover. Later attacks fatal, — 

IL Acute Softening of the Brain (Hmbolism, T'hrombosis).— 
Thrombosis is more frequent in men, embolism in women. Em- 
bolism usually occurs between the ages of 20 and 50, rarely in chil- 
dren; thrombosis between 50 and 70. The predisposing causes in 
embolism are infectious fevers, acute or recurrent endocarditis, blood 
dyscrasias, pregnancy, and profound anmmia; in thrombosis, fatty 
heart, blood dyscrasias, and syphilitic, lead, or gouty arteritis. 

Symptoms.—In embolism the onset is sudden, with convulsive 
twitchings, then hemiplegia, and a temporary loss of consciousness, 
Fever develops after a few days. 

In thrombosis prodromal symptoms are frequent. There may be 
eranial-nerve paralyses and headaches when syphilis is present; in 
other cases drowsiness, numbness in the hand and foot, transient 
hemiplegia, vertigo, and temporary aphasia. The onset is slow, the 
hemiplegia taking hours to become complete, during which time the 
patient gradually becomes comatose; sometimes more sudden, with- 
out loss of consciousness; or it may come on during sleep. There 
may be an initial fall in temperature followed by a rise. 

The hemiplegia due to embolus or thrombosis is apt to improve 
rapidly within a few days or weeks, but the chronie stage resembles 
that of hemorrhage. There is usually more mental impairment in 
thrombosis than in embolus. 

Piagnosis.—Distinguished from hemorrhage by a syphilitic his- 
tory, and the earlier or later age of its occurrence; by the presence 
(in thrombosis) of a more gradual onset, premonitory symptoms, and 
a weak heart, and (in embolism) of endocarditis, the puerperal state, 
initial convulsive movements, and slight hemiplegia with anmsthesia. 
The prognosis ig better than in hemorrhage, and the recovery is more 
complete. 

IIL Polio-encephalitis {Acute Keudative Encephalitis of the Gray 
Matter).—The symptoms are those of acute glosso-labio-Jaryngeal palsy 
(page 1047), or of ophthalmoplegia (pages 214, 218, and 1049), accord- 
ing as the disease is inferior or superior. 

IV. Hemorrhagic Encephalitis (Acute Lxudative Encephalitis with 
Hemerrhage).—Oceurs most frequently in females, and, when due to 
infection, usually under the age of 20. Exciting causes are infee- 
tious fevers, such as cerebrospinal meningitis, typhus, and typhoid, 
influenza, and malignant endocarditis; the puerperal state, sunstroke, 
and acute alcoholism. 

Symptoms.—Onset sudden, with severe headache, and fever (per- 
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with vomiting, intense pain, and perhaps delirium or convulsions, 
which subside and leave the patient in fairly good health. The 
final stage may begin with symptoms like those in the aeute form. 
In other cases sudden coma, or epileptic or apoplectic attacks may 
occur, which are rapidly fatal. The disease (especially if traumatic) 
is frequently complicated by meningitis, or, when caused by ear 
disease, by phlebitis of the superior and lateral sinuses. 

Brain abscesses occur more frequently in the cerebrum (right 
side, frontal and temporal lobes especially) than in the cerebellum, 
and are rare in the medulla and pons, depending upon the anatom- 
ical relation of the cause of the abscess to the temporal lobe and the 
cerebellum. The course of an acute brain abscess is from 5 to 14 
days, in rare cases a month. In chronic brain abscess the latent 
period may last from a few weeks to months, or even 1 or 2 years, 
the terminal symptoms only a few days. 

Diagnosis.—The cardinal points are: a history of ear or nose 
disease, injury, or remote suppuration ; the presence of septic symp- 
toms, headache, vomiting, local tenderness and increased tempera- 
ture of the scalp, normal, subnormal, or irregular temperature, slow 
pulse, stupor, optic neuritis, lessened urinary chlorides, rapid emaci- 
ation, and delirium. The diagnosis of the location of the lesion 
must be made from a history of the cause, the presence of tender- 
ness and increased temperature over a local area of the scalp, local 
convulsions, and hemiplegia. Brain abscess must be distinguished 
from meningitis, brain tumours, and phlebitis of the sinuses, The 
prognosis is always bad without surgical interference. 

VI. Chronic Hydrocephalus,—Ueually (80 per cent) begins at birth 
or within the first 6 months. Predisposing causes are lead-poison- 
ing, tuberculosis, alcoholism, or syphilis in the parents, rachitis, and 
some unknown family taint. Late childhood or adult cases are usu- 
ally due to tumour or inflammation obstructing the vene Galeni and 
the Sylvian aqueduct. 

Symptoms.—Usually the child’s head (see page 170) begins to in- 
crease in size soon after birth, or may be much enlarged at birth. 
The infant becomes irritable and restless; its general nutrition is 
impaired ; it does not grow as do normal children, although the ap- 
petite may be good; does not develop mentally; and generally does 
not learn to walk. Strabismus, and occasionally optic atrophy, are 
present. Within 2 or 3 years vomiting, coma, and convulsions 
appear, and death from exhaustion occurs. 

Diagnosis.—The disease must be distinguished from rickets by the 
shape of the head (see page 171) and the presence of bone changes 
in the latter (g. v.). Cases which develop after birth may live for 
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(3) Spastic ie Gersbrat Farplegia (Little's Disease). —BSee page 1080. 

Diagnosis of Cerebral Palsies.—Must be distinguished from spinal 
palsies, in which there is an absence of rigidity, the reflexes are not 
exaggerated, there is marked atrophy and shortening of the limbs, 
and R. D. is present. The mode of onset and the distribution of the 
paralyses in cerebral palsies are characteristic. In mild cases the 
hemiplegia may almost disappear; with marked epilepsy and mental 
impairment they rarely reach adult life, otherwise they may improye 
and live long. 

VIL. Tumours of the Brain.—The commonest forms are the 
sarcomatous type, tubercle, gumma, and infections granulomata. 
Occur at all ages up to 50, one third under the age of 20, more often 
in males. Predisposing cause is perhaps heredity; occasional excit- 
ing causes are injuries to the head. In childhood, tubercle is the most 
common form, next glioma and sarcoma; after 20 years, gamma, 
glioma, and sarcoma; in middle age and late life, sarcoma, gumma, 
and cancer. 

Symptoms.—The general symptoms are: persistent intense head- 
ache with marked exacerbations; vomiting, convulsions, general or 
local; parwsthesias ; tertigo, impaired eyesight, and perhaps mental 
dulness or slowness, Weakness and emaciation follow the yomiting 
and intense pain. Paralyses and blindness ensue, convulsions occur 
more frequently, the patient becomes bedridden, and after from 1 to 
5 years dies of exhaustion. 

Head pain occurs in over one half of all cases, is very severe 
(Jancinating, boring), and may be in the forehead, occiput, or the 
whole head. It may be periodic, quotidian, or tertian, as if of 
malarial origin. Pain occurs most frequently with tumours of the 
cerebellum or the cerebral hemispheres and midbrain ; less often if 
in the peduncles and at the base. There may be tenderness of the 
scalp and cranium, especially over the tumour. Vertigo is present 
in nearly one half of the cases, either severe (especially with cere~ 
bellar tumours) and accompanied by forced movements, or slight. 
Vomiting, frequently “ projectile” and with little or no nausea, oc- 
curs about as often as headache, with rapidly growing or cerebellar 
tumours. Optic neuritis (four fifths of all cases, usually im both 
eyes) is most frequent in tumours of the cerebellum, midbrain, and 
great basal ganglia; rare in tumours of the medulla, infrequent in 
slow-growing tumours; and usually enda in optic-nerve atrophy. 

In about one fourth of the cases general convulsions occur, more 
frequently when the tumour is in the cerebral hemispheres and cor- 
tex. Apoplectiform attacks, more rarely true apoplexy, may occur. 
There is almost always some mental impairment, e. g., attacks of 
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‘symptoms 

similar to those caused by tumours in the prefrontal area, There are, however, 
anosmia, and perhaps involvement of the opticand oculo-motor nerves. Tumours. 
of the middle fossa may involve the hypopbysis. ‘The symptoms of tumours of 
this region and of the interpeduncular those of pressure on the optic 
chiasm, viz., early optic neuritis and hemianopia,— ¥ 

It must be borne in mind in localizing brain tumours that a certain propor~ 
tion of them are multiple. Z 





Diagnosis—The cardinal symptoms of brain tumour are: vomit- 
ing, headache, vertigo, optic neuritis, mental disturbances, and the 
progressive course. Other points are the history of an injury, local 
tenderness, or tuberculous or syphilitic disease. Brain tumour must 
be distinguished from brain abscess, meningitis, hysteria, paretie de- 
mentia, lead-poisoning, and cerebrospinal 

Prognosis.—Serious. The disease may last for from 1 to 18 years; 
usually death occurs within 3 years; rarely it may remain stationary. 

IX. Multiple Selerosis—Occurs usually between the ages of 20 
and 30, more often in males, also, rarely, in infants and children. 
‘There is often an inherited neuropathic tendency. The most impor- 
tant causative factor is infection—e. g., malaria, typhoid fever, the 
exanthemata, pneumonia, rheumatism, pertussis, diphtheria, dysen- 
tery, cholera, and erysipelas, especially typhoid and malarial fevers. 
Slow poisoning by some of the metals, and exposure to cold, more 
rarely sunstroke, fright, shock, and trauma, are causes. 

Symptoms.—Onset slow and gradual. First noticed are heaviness 
and weakness in the legs, perbaps with some numbness; or a tremor 
in the hands, Soon follows ataxia of the legs, which, with the weak- 
ness and rigidity, increases the difficulty of walking. There may be 
some incontinence of urine. The tremor in the hands, which may not 
have appeared until now, is “intentional,” The speech is slow, 
syllabic, and scanning in character. Deglutition may be impaired. 








SECTION VIIT 
DISEASES OF THE MIND 
Prerareo wy Wrotsam A. Warre, M.D. 
Tw order to appreciate at their true value the nature of the symp- | 
toms found in the various mental diseases, it is necessary to have in 
mind an understanding of the nature and characteristics of the various 
mental processes. q 
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rence to consciousness of a previous experience and the recognition 
of it as having occurred before. 
All mental processes are accompanied by conditions of 

ness or disagreeableness, pleasure or pain. When these stataa relate 
to relatively simple experiences, e.g., @ musical sound or a shrill 
whistle, they are described as feelings or affects: when the experi- 
ences are relatively more complex, ¢. g., love, hate, they are known as 
emotions: when still more complex, e.g., honor, patriotism, as senéi- 
ments. The word affect is, however, gencrally used in psychiatry to 
cover all these conditions. 


SUBSECTION I 
GENERAL SYMPTOMATOLOGY OF THE PSYCHOSES 


In describing the general symptoms of insanity the scheme of the 
several fundamental psychic processes already outlined will be fol- 
lowed, and the disorders of each taken up in turn and described, so 
that in the subsequent pages which deal with the question of diag- 
nosis it will only be necessary to refer to them by name. 


I. DISORDERS OF PERCEPTION 

I, Mlusions,—An illusion is an inexact, incorrect, or false percep- 
tion. The information conveyed to the mind by the sense organ is 
misinterpreted so that the source of the sensory impressions in the 
environment is not appreciated at its true value. A strap lying on 
the floor may be perceived as a snake; the sighing of the wind may 
be perceived as the whispering of a human voice ; a bad taste in the 
mouth may be perceived as poison, and so on throughout the differ- 
ent sensory realms. ‘The distinguishing thing about an illusion is 
that an actual something in the environment is perceived, but the 
pereeption is not a correct one and conveys false information to 
the mind. 

IL. Hallucination—An hallucination, on the other hand, is gener- 
ally conceived to be a perception without sensory foundation in the 
environment. A snake is seen on the floor where there is nothing 
which could be mistaken for a snake; human yoices are heard when 
there are actually no sounds in the environment which can have been 
interpreted as such; poison is tasted where there has been nothing 
in the food or in the mouth which could have given origin to the 
taste. The distinguishing feature of an hallucination then is a per- 
ception without there having been anything to perceive. 

Recent studies, however, have made it highly probable that a 
large number of what have been supposed to be hallucinations are in 
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appreciated at all, while those that have sufficient force usually only 
give rise to perceptions for the moment and are never adequately 
assimilated. Thus we find this condition prominently in evidence in 
the various deliria, where it is usually associated with disturbed 
effects, disorders of the train of thought, and hallucinations. 
IV. Disorientation.—Orientation implies the correct 

ing of the environment, and one ig said to be fully oriented when he 
understands his own position and relation with reference to the dif- 
ferent aspects of his environment. These aspects are three, viz: 
temporal, spatial, and personal. Temporal orientation then would 
imply correct answers to such questions as, In what year were you 
born? What year is this? What day is this? Spatial orientation 
would imply correct answers to, What city do you live in? On what 
street? What city are you in now? What institution is this? 
Personal orientation would imply a correct knowledge of who the 
individuals wore with whom the patient came in daily contact, their 
official positions, and, in many cases, their names. Disorientation is 
the reverse of this condition and implies a lack of apprehension of 
these three aspects of the environment either singly or together. 


Il. DISORDERS OF THINKING 

Disorders of the Content of Thought.—I. Delusions —A 
delusion is a false belief, but as such it is not necessarily evidence of 
insanity. Many false beliefs have no pathological significance what- 
ever. A man may believe that to-day is Thursday when in fact it is 
Friday. That is a false belief while it lasts, but has only the signifi- 
cance of a mistake, The belief of certain savages that dreams repre- 
sent the wanderings of their disembodied spirits we know to be false, 
but not an evidence of mental disease. False beliefs or delusions 
then may be either sane or insane, and it is for us to endeavor to 
distinguigh what constitutes a belief first as false and then, as such, 
what characterizes it as insane. There are three main characteristics 
of insane delusions in general. Firat: they are,as a rule, very evi- 
dently not true to facts, highly improbable, even manifestly impossi- 
He, often to the extent of being bizarre. Such, for instance, are the 
delasions of great wealth or of royal lineage, and those of a certain 
class of patients who believe that they have no stomach, no brains, 
even that they have no head. Second: they can not be corrected hy 
an appeal to experience. Not originating in experience they can not 
be corrected by experience. It is impossible to argue the patient out 
of his insane beliefs. Third: they are out of harmony with the edu- 
cation and surroundings of the individual. The sick Fijian lying 
upon his back and crying for his soul to come back to him is but 














them. If the patient is asked for an explanation of this | vind Be 
is ready with interminable reasons and appeals to experience, while 
his arguments are woven together with much ingenuity and no little 
logic. His delusion is systematized. 

II. Obsessions —By obsessions we mean ideas which oveupy con- 
sciousness persistently and irrespective of the desires of the subject, 
often obtruding themselyes at inopportune times and occupying 
the field of consciousness to the exclusion of other ideas. They are 
sometimes spoken of as besetments, as they come unbidden and refuse 
to go at the will of the subject. They exist with clear consciousness 
and are fully comprehended by the patient, who appreciates them at 
their true value. 

The commonest and best known of the obsessions are the so-called 
phobias or fears. These fears are usually very specific, referring to 
some special class of objecta or set of conditions, and receive names 
accordingly. Thus we have a mysophobia (fear of dirt); aichmo- 
phobia (fear of sharp points); metallophobia (fear of metal, such as 
door-knobs, money, ete.); agoraphobia (fear of wide or open spaces); 
claustrophobia (fear of narrow or closed spaces) ; pyrophobia (fear of 
fire); and so on indefinitely. Patients suffering from these obses- 
sions are often completely dominated by them under conditions that 
call them into existence. The patient with agoraphobia crosses the 
street in fear and trembling, or, perhaps, can not summon sufficient 
courage to cross it at all unless someone is with him; while on the 
contrary the claustrophobiac can not endure a small or closed room, 
but must have the doors open, or, if in a crowded hall, is suddenly 
seized with fear and forced to make a hasty exit. 

Of not infrequent occurrence also are the obsessions of doubt. 
These doubts may arige about anything, even the simplest acts of 
everyday life. A patient upon retiring may be seized with a doubt 
as to whether he turned the gas off or locked the door in the main 
hall, and is forced to get up and go and see, only to be seized again 
by the same doubts when he has returned to bed: another having 
written several letters is forced to open all of them to make sure that 
the right ones are in each envelope. Still others have doubts about 
religious or metaphysical matters, So we have doubters who question 
the problems of a future life or the existence of things aa they appear 
to the senses, etc. 

If the actions which the obsessions tend to initiate are resisted, 
the tendency becomes more and more imperative until yielding is 
forced, and finally these patients, although fully understanding their 
condition and the abnormality of their ideas, may pass their lives in 
a continual round of actions made necessary by their obsessions. 











insane. Do you hear that ticking of the clock? (External associa- 
tion.) It says, *Oall the little heifer, the heifer is sick.” Did you 
ever see the gloves veterinary surgeons use when they doctor sick 
cows? (Internal association.) How would you like to be a: F 
surgeon? Say, what are you keeping me here for anyhow? I want 
to go home.” Hore he was asked how he slept at night. “I have 
slept oxcellently; that is because I am of such a strong constitution. 
The Constitution of the United States (association as above with the 
word head; probably the association is in large part, at least, a sound, 
or—as it is called—a clang association) was signed by Thomas Jeffer- 
son. He was a just man, but he was not the inventor Iam.” While 
there are many places in the example where the connecting link is 
missing—probably because it was an association formed entirely 
within the patient's mind—still the connection can be made out in a 
sufficient number of instances to establish the characteristics of the 
train of thought. One of the principal characteristics of this type of 
the train of thought is its great liability to change of direetion by 
external association, as, for example, the ticking of the clock in the 
above stenogram, This quality is known as distractibility. Any 
sonsory impression is liable to be the starting-point of idea-association 
so that these patients’ train of thought may be turned, almost at will, 
by such devices as shaking a bunch of keys before them, saying some 
word loudly, showing them a newspaper, or, in other words, momen- 
tarily distracting their attention. 

IL. Circumstantiality.—Circumstantiality, although superficially 
resembling flight of ideas, is quite different from it in its completely 
developed form. Although there is a frequent change of direction 
of the train of thought the goal idea is ultimately reached, and, in 
spite of numerous digressions, as each cireumstance in the narrative 
is elaborated and explained the original pathway is regained and the 
general direction maintained. Thus a patient telling about a cane 
in her possession upon which a ribbon is tied for ornament, must tell 
how she came to haye the idea of decorating the cane, who else in the 
neighborhood had such canes decorated, what they had said to her 
and she to them about it, how she had taken the ribbon off and now 
had put it in two boxes in the house, how the ribbons had become 
faded, where she got the boxes, who gave them to her, and what their 
color was, All these details must be entered into before she can pro- 
ceed with the thread of her narrative. 

This condition is often found normally, in a moderately developed 
form, in women, and has no special significance other than showing & 
lack of appreciation of the relative values of ideas. In the senile, 
whore there is some mental impairment, the goal idea may be quite 
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Stereotypy of movements manifests itself in a peculiar manner of 
doing things such as walking, eating, ete. When the word stereo- 
coy hacen qualification this variety is referred to. When 

these peculiarities are constant and characteristic of the patient they 
are usually spoken of as mannerisms. 

Stereotypy of speech shows itself in the constant repetition of the 
same phrases, and is more commonly known as ver! 

V. Negativism.—Negativism is a peculiar condition which is mani- 
fested by the patient doing exactly the opposite of what he is re- 
quested to do. Every attempt to get the patient to do anything 
results in the release of a motor impulse the exact opposite of that 
required for the performance of the act. 

Vi. ity —Suggestibility may be said to be the exact 
opposite of negativism. ‘The patient's reaction is determined by im- 
pressions or suggestions derived from others. It is manifested in 
various ways. In extreme cases the patient resembles a lay figure; 
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SUBSECTION IL . 
THE PSYCHOSES (DISEASES OF THE MIND) 


Ty the diagnostie discussion of the psychoses which follows it is 
inevitable that those forms which resemble each other should be 
grouped under the same heading. Tt is, however, to be understood, 
that the resulting classification is not offered as in any sense final, but 
only as tentative and affording certain clinical and descriptive ad- 
vantages, Many of the types could as well be placed under some 
other heading as under that in which they are found, while transition 
forms occur thut do not strictly belong under any. 


I. INFECTION-EXHAUSTION PSYCHOSES 
(TYPE = ACUTE CONFUSION) 


General Characterization.—An acute primary insanity char- 
acterized by clouding of consciousness, confusion, multiform and 
usually fleeting hallucinations in the yarious sensory areas, change- 
able delusions, the emotional attitude being variable and in general 
corresponding to the content of the delusions. 

I. Febrile Delirium.—A condition of acute confusion of variable 
intensity following in its degrees the febrile movement. The milder 
cases usually exhibit symptoms only as night approaches, at which 
time they begin to mistake objects in the room, become disoriented, 
mildly confused, and restless. More severe cases. present marked 
clouding of consciousness, disorientation, multiform and often terri- 
fying hallucinations, and dreamy delusions. Objects in the room are 
mistaken, a spot on the floor is blood, the bed is on fire, visions are 
seen on the walls and ceiling. In this state there is considerable 
noisy excitement. This condition may become more aggravated, the 
excitement more marked, leading to great agitation, restlessness, and 
finally purposeless movements. The expressions become very inco- 
herent, and a low muttering delirium develops, with subsultus ten- 
dinum and carphologia. 

‘The onset and severity of the delirium is, to an extent, a measure 
of the mental stability of the patient. Delirium develops mach more 
readily in the unstable, and in those predisposed to the development 
of psychotic symptoms. 

Tl. Infection Delirium —Under this head are included the mental 
disturbances which develop early in the infectious diseases, either be- 
fore the fever appears at all or else when it is still eo low that the 
montal disturbance can not be attributed to it and therefore must be 
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Diagnosis of the Infection-Exhaustion Psychoses.— 
The diagnosis is to be made in general from the association of acute 
confusion, multiform hallucinations, changeable delusions, disorienta- 
tion, clouding of consciousness, and variable emotional reactions, 
with specific infection or severe exhaustion. It must not be forgotten 
that certain other insanities, particularly dementia precox and manic- 
depressive insanity, may originate under the same conditions which 
lead to the development of the infection-exhaustion psychoses; 
and farther, that aside from the conditions of confusion described 
(primary confusion), states of infection and exhaustion may com- 
plicate any psychosis, producing a confusion engrafted on the original 
mental disorder (secondary confusion). 


Il. AUTO-TOXIC PSYCHOSES 


I. Uramia.—The auto-intoxication which develops as a result of 
renal disease produces mental symptoms of an acute confusion, with 
changeable delusions, hallucinations, clouding of consciousness, and 
restlessness. The character of the delusions may be more or less 
consistently grandiose, giving rise to an expansive form ; or depressive, 
giving rise to the depressive form. In subacute cases a condition of 
suspicion and anxiety, with systematized delusions of persecution, 
sometimes develops. 

Diagnosis.—The diagnosis is to be made from the association of 
an acute confusion with the urwmic states. The subacute cases may 
mislead, as they have the outward semblance of chronic insanity. 
The history will, however, show an acute onset, and the physical 
examination will disclose evidences of renal disease. 

IL. Diabetes.—The mental disorder associated with diabetes is 
usually of a mild chronic type. It is invariably a depression with 
melancholic ideas of sin, ruin, and, usually also, bypochondriacal 
ideas, especially with reference to the excretion of sugar. There is 
liable to be marked somnolence with some confusion and disorienta- 
tion in the semi-somnolent state. Persecutory delusions are quite 
frequently developed, ideas of poisoning and the like. 

Diagnosis.—The persecutory type must be differentiated from the 
chronic psychoses. Otherwise the diagnosis is made by the associn- 
tion of the mental symptoms with glycosuria. 

TIL. Gastro-Intestinal—_Certain cases of acute confusion develop, 
associated with a profuse offensive diarrhoa, a high grade of indi- 
canuria, vomiting, low fever, and perhaps mild albuminunia. Some 
of these cases go on to acute delirium with high fever, typhoid state, 
profound exhaustion, coma, and death, 








anorexia, restlessness, 
This condition rapidly advances with the onset of the attack, the 
characteristic symptoms of which pdt ade a eras 
tremor, delirium, and albuminuria. 

The fremor involves more particularly the aii pater 
hand, face, and tongue, but may also affect the entire musculature, It 
is increased by muscular tension, such as forcibly spreading the fin- 


seritbe delirium is an acute hallucinatory confusion. The predomi- 
nating hallucinations are visual, and characteristically take on the 
form of animals, The patient sees all sorts of horrible creatures, 
snakes, rats, mice, alligators, etc., which are uniformly in motion. 
Surrounded by the loathsome creatures, and by horribly grimacing 
faces, terrified by screams and shrieks (auditory hallucinations), he 
presents a picture of abject terror. In addition to these symptoms 
the patient may complain that insects or worms are crawling under 
his skin (paresthesia), and mistake spots upon the bed or walls for 
bugs, mice, etc. (illusions). At the height of his excitement the 
patient is in constant motion, picking insects from his nightshirt, 

ing the approach of terrible animals, shrinking from fearful 
visions, startled by terrifying shrieks, and, in the extreme frenzy of 
his fright, he may make murderous assaults on those about him, 
believing them to be his enemies, or more commonly attempt his own. 
life to eseape from his horrible surroundings. During all this time 
the patient is constantly talking, shrieking in fear at times, at others 
carrying on an incoherent discourse with imaginary persons, frag- 
ments of which often relate to his former occupation and friends. 
Often dreamy hallucinations and delusions relate altogether to his 
ocenpation, and the patient busies himself with his usual purauita— 
oceupation delirium. Physically he is in a condition of acute exhaus- 
tion. The pulse is rapid and of low tension, the temperature normal 
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Alcoholic Pseudo-Paresis,—On a groundwork of mental enfeeble- 
ment the alcoholic may develop a true expansive delirium which, 
caused ‘ili tha sige of loci clnre (atutin,epénals Absa BRE 
pupillary anomalies, and muscular weakness), may make the distinc- 
tion from paresia difficult—aleoholic pseudo-paresis, ‘This similarity 
to paresis is noticeable, even when the expansive delirium is absent, 
in cases in which the mental reduction is marked, but becomes great- 
est when the symptom complex above outlined is ushered in by epi- 
leptiform attacks. 

Diagnosis —The distinction from true paresis can usually bo 
made. Pupillary inequality is more common and the permanent re- 
sults of apoplectic insults (hemiplegia, aphasia) are more often found 
in the alcoholic than in the true form. The results of polyneuritis 
should be looked for and if found euggest aleoholism. The moat re 
liable differential sign is found in the course of the two maladies. 
‘True paresis is progressive, tending toward ever-increasing degrada- 
tion, while in the alcoholic form removal of the poison results very 
shortly in a remission of all the symptoms, even, in some cases, 
amounting to a recovery. The symptoms, however, reappear subse- 
quently if drinking habits are returned to. 

Alcoholic Epilepsy.—As a result of chronic alcoholic toxemia, the 
symptoms of which are marked throughout by their explosive char- 
acter, it is not strange that actual convulsions, alcoholic epilepay, 
should complicate the morbid picture. These convulsions, so far as 
their individual characteristics are concerned, are indistinguishable 
from true epilepsy. Occurring, howeyer, in a person beyond the 
period of adolescence, who is addicted to the immoderate use of alco- 
hol, their origin should be suspected. ‘The diagnosis is made clear if 
they cease upon the withdrawal of alcohol. As this sometimes docs 
not occur the diagnosis can be made only by excluding the causes 
both of true and symptomatic epilepsy other than from aleohol, 

Alcoholic Hallucinosis.—This psychosis may come on suddenly in 
a chronic aleoholic as the result of an unusual exeess, or it may be of 
gradual evolution. It is sometimes preceded by one or more attucks 
of delirium tremens. It is characterized by hallucinations, auditory 
and visual predominating, with delusions of a persecutory nature in 
which the sexual element is frequently prominent. 

Whether of sudden or gradual onset the first symptoms are hallu- 
cinations, with which persecutory delusions are intimately bound up. 
The patient hears voices making all sorts of inimical remarks, telling 
him that his children are not his own, calling him an onanist, revil- 
ing or threatening him. A voice is sometimes referred to the epi- 
gastrium (epigastric voice), and in every way his peraecutors annoy 











may be followed by mental confusion with hallucinations; bat more 
characteristically by a paranoid state. From true paranoia this is dif- 
ferentiated by the greater variety of delusions, those of paranoia being 
less variable and rather noticeable for their monotony. In the para- 
noid state of alcoholism (ballucinosis) on the other hand, the hallu- 
cinations are more stereotyped. 

‘The abstinence symptoms are not so severe as with morphine and 
may not appear for several days. Erlenmeyer has called attention to 
a profoundly depressed, lachrymose, demoralized condition, with 
mouaningand sighing, which maysupervene. The persecutory delirium 
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regular progressive course. It is to be differentiated from the para 
noid forms of other 

Il. Manic-Depressive Insanity.—This disease manifests 
iteelf by recurrent attacks, which are usually cither of an exalted or 
of a depressed type, and these attacks, until recently, were supposed 
to be distinct diseases. The separate attacks are recovered from, but 
tend to recur, often with marked periodicity. There is no apparent 
intellectual enfeeblement, even after a considerable number of attacks. 

‘The disease occurs in two distinct stages, the manic and depressive, 
but attacks may occur partaking of the symptoms of both. 

Manic Stage.—The characteristic symptoms of this stage are: (a) 
flight of ideus; (4) psychomotor excitement; (¢) emotional exaltation. 

Stage.—The characteristics of this stage are: a. diffi- 
culty of thinking; b. psychomotor retardation; ¢. emotional depres- 
sion. 

Mixed States.—There are three principal mixed states, as follows: 

Maniacal Stupor.—Emotional exaltation, decreased psychomotor 
activity, difficulty of thinking. 

Agitated Depression—Emotional depression, increased psychom- 
otor activity, flight of ideas. 

Unproductive Mania.—Emotional exaltation, increased psychom- 
otor activity, difficulty of thinking. 

The Periodical Insanities.—The manic and the depressive stages, 
in any degree of severity, may occur combined or not with a lucid 
interval in any possible series of relation to each other. The more 
common of these are as follows: 

Recurrent Mania. —Reeurrent manic attacks, separated by Incid 
intervals. 

Recurrent Melancholia—Recurrent depressive attacks, separated 
by lucid intervals. 

Circular Insanity.—Regular alternation of manic and depressive 
attacks, without lucid intervals. 

Alternating Insanity.—Regular alternation of manic and depres- 
sive attacks, each attack followed by a lucid interval. 

Insanity of Double Form.—Regular attacks, each attack consisting 
of both a manic and a depreasive stage, and each followed by a lucid 
interval. 

IU. Dementia Preecox.—General Characteristics.—Dementia 
precox is a psychosis essentially of the period of puberty and adolea- 
conce, characterized by a dementia tending to progress, though fre- 
quently interrupted by remissions. Upon the foundation of demen- 
tia are erected various psychotic symptoms, many of which show a 
marked tendency to episodic manifestations, 

















presence 
Ue a nse oo a proportion Sn dag 


excitement. 

Paranoid Forms—These conditions exhibit a Peshepey ome 
organized piidemcterlpr tere rides bah ae 
of dementia or early deterioration, owes 

Diagnosis —The diagnosis is to be mada trom paranofedlgiihe 
evidences of dementia, particularly shown in the absurd characters 
of the delusions and their loose systematization, and by the presence 
of some of the signs of psychomotor disturbance | pamneeapee~ 
disease. 

Mixed Forms.—''ransition casea are frequently seen. ‘The char- 
acteristic association of a degree of dementia with the typical psycho- 
motor disturbance determines the diagnosis. 


VI. PSYCHOSES OF KNOWN PATHOLOGY 


Paresis.—(General Characterization.—General paresis is an or- 
ganic disease of the brain, of an inflammatory and degenerative 
nature, including in the main the leptomeninges and the cortex, and 
manifesting itself by certain physical symptoms and a progressive 
mental deterioration upon which may be engrafted various other 
symptoms of mental disturbance. 

The disease is arbitrarily divided into three periods: 

First Period.—The physical symptoms that may be found during 
this period are Argyll-Robertson pupil, loss of consensual light reflex, 
loss of sympathetic light reflex, and some abnormality of the patel- 
lar tendon reflexes, The mental symptome are gradual change of 
character, failure of memory, inability to work continuously, lack 
of judgment, failure of moral sense, with perhaps addiction to alco- 
hol. The speech may begin to show the stumbling, slurring defects 
of the later stages, as may also the writing. ‘Tremor, especially of 
the facial muscles, may also begin to show. 
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tome disappear though, in 4 remarkable manner, when the alcohol is 
withdrawn. 

Symptoms occasionally develop in the course of brain tumour 
which closely resemble paresis. The diagnosis must be made on the 
pre-eminently focal character of the physical signs in the former 
disease. 


From disseminated sclerosis the differentiation is sometimes diffi- 
cult, The combination of intention tremor, nystagmus, scanning 
speech, and spasticity will, however, usually leave little room for 
doubt, although some of these cases do ultimately develop the typical 
signs of paresis. 

From cerebral or cerebro-spinal syphilis the diagnosis is again quite 
difficult. If the lesion is a gummatous meningitis the signe are 
rather of multiple lesions than a diffuse process. If, on the other 
hand, the disease affects principally the vessels, with resulting endar- 
teritis obliterans, thrombosis, and softening, the symptoms are focal, 
and convulsions developing afterward constitute a true post-apoplectic 
epilepsy. Disturbances of speech and writing either are not present 
or, if they are, do not partake of the naturo of a paretic disorder, but 
are true aphasias due to focal lesions. Palsies, if present, are per- 
manent and nocturnal headaches common. Antisyphilitie remedies 
produce imniediate results in many cases. 

From arteriosclerotic insanity the diagnosis is often quite diffi- 
cult. The extreme age of these patients and the presence of a high 
grade of arteriosclerosis will usually indicate the correct interpreta- 
tion of the symptoms. 

Korsakoff’s psychosis is to be differentiated by its history of poly- 
neuritis, and, usually, of alcoholic excess or other causes of the 
neuritic symptoms. If the patients live they do not proceed to the 
profound dementia of paresis. The Korsakoff syndrome is occasion- 
ally found associated with paresis. 


VII. PSYCHOSES ASSOCIATED WITH OTHER 
DISEASES 


The Neuroses.—The so-called neuroses, especially hysteria and 
nourasthenia, might properly be classed with the paychosea and des- 
ignated as psycho-neuroses, as mental symptoms are almost invari- 
ably present and, in hysteria and neurasthenia especially, properly 
form part of the symptom-complex, 

I. Hysteria.—The mental symptoms of hysteria may be divided 
into these constant phenomena, which are present throughout the 
course of the malady: the symptoms of the inéerparoxysmal period, 


















and is usually of alcoholic origin, but may be caused by other ‘poisons, 
as those of typhus fever, tuberculosis, or influenza ; and the Korsakoff 
syndrome is seen not infrequently in general paresis. The signa of 
polyneuritis may be very slight. 
Symploms.—The patient is amnesic both for events in the im- 
mediate past and for the whole period of time during which he has 
been ill, This defect of memory is associated with a composed beur- 
ing and apparent lucidity on casual questioning. A more careful 
examination, however, will show not only this memory defect, but 
probably also that the patient is disoriénted as to time and place. 
The characteristic symptom is associated with the amnesia, and 
consists ay peculiar falsification of memory. The gaps in memory 
4 ; 















I. Syphilis. —An acute delirium may develop during the early 
secondary manifestations of the disease, later marked manifestations 
may be connected with local or general disease of the brain. Gum- 
mata are rare and present the symptoms of tumour. The most com- 
mon condition is a progressive disease of the cerebral vessels, often 
with thrombosis. 

The mental symptoms are those of dementia, to which are added 
local symptoms, if softening has occurred, depending on the location 
of the affected area. ‘These cases may go on for some time and finally 
develop the typical symptoms of paresis. 

UL Apoplexy.—The mental condition following apoplexy is usu- 
ally one of impairment which, if the lesion is considerable, progresses 
to marked dementia. If the softening involves the speech area, espe- 
cially if it produce sensory aphasia, the dementia is much more rapid 
in progress, as it must be remembered that these patients are usually 
also senile. 

IV. Arteriosclerosis.—This condition is associated with a progres- 
sive failure of the mental faculties, and with local symptoms due to 
areas of softening. The picture often closely resembles paresis, but 
the patient is much further advanced in years than is usual for the 
paretic. 

V. Traumatism.—The most frequent symptoms following trauma 
are those of hysteria and neurasthenia. Dementia pracox, manic- 
depressive insanity, and paresis may follow an injury. 

After the injury a delirium may develop. Aside from this, mental 
symptoms may not occur for a considerable time and when they do 
they usually consist of an apathetic dementia, often with irritability. 
Frequently there are memory defects, especially amnesia for the time 
of the injury, and these defects may be filled in with fabrication. 
‘There is almost always intolerance of alcohol. 

VL. Meningitis and Insolation.—These also may be followed by a 
degree of mental defect. 

Diseases Other than Nervous.—Various other diseases have 
from time to time mental symptoms associated with them. The great 
majority of such diseases, if not all of them, have elements of infec- 
tion or toxwmia, and exhaustion combined with or a part of them. 
We therefore see the mental symptom complex of confusion arise 
most typically. In some cases, especially, the less acute paranoid 
conditions appear, and hallucinosis is of occasional occurrence. 

Head has shown that certain visceral diseases, especially of cardio- 
yaseular and pulmonary origin, often have associated mental symp- 
toms, although they may not appear except on the most careful exam- 
ination. The symptoms found are; (a) hallucinations of vision, 
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‘Traits 

character are found, such aa the different'types of so-called “ cranks”; 
those who suffer from constitutional inferiority; those who are natu- 
rally, and more or less constantly, sad and 
depression; the various types of suspicious individuals who may have 
tendencies to litigation; and a host of other ill-balanced defectives. 

Sexual Perversions.—The principal manifestations are: 

1. Homoseruatity.—Sexual attraction for persons of the same sex. 

2. Active Algolagnia (Sadism).—The gratification of the sexual 
feeling by the infliction or sight of pain—real or simulated. In the 
latter case the sadism is symbolic, and ig more common in men. 

3. Passive Algolagnia (Masochism).—The gratification of the sex- 
ual feeling by suffering pain, real or simulated. In the latter ease it 
is syméolic. More frequent in women. 

4, Fetichism.—Sexnal excitement and gratification by the sight or | 
contact of some article of wearing apparel or a part of the body. ! 








cellulitis tnaybe Aistinguished by ‘betty 
involvement of the cnghtowitin:-Ipegianseenh 
tween polymyositis and trichinosis is dificult, and microscopic exam~ 
ination of a section of the muscle may be required. 
Il. Chronic Localized authors ¢ " 


the appearance in the substance of the skeletal museles, ; 
te lr steno oh rank sant nc of 
varying in size from .5 to 5 or 6 em., and in consistency from elastic 
resistance to cartilaginous hardness, and claim a causative relation 
with certain forms of occipital headache, lumbago, and sciatica, 

Ul. Myositis Ossificans Progressiva,—This rare disease 
appears as a tumefaction of the muscles at the back of the neck. 
The overlying skin is somewhat reddened, and there is slight fever. 
After the swelling subsides the muscle is found to be pérmanently 
hardened, and a progressive substitution of bony for muscular ele- 
ments takes place. Muscle after muscle is invaded until the entire 
system is involved. After a year or more death ensues, 
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IIL. Diabetes: ~The diagnosis depends upon | 
persistent polyuria and the urinalysis ((15), oe _ Nervous or 
physical shock, violent exertion, or excess, The 
fenktep Ke wchajanton Oeisalgbadenbed TM The pation’ usnally enor 
good health, but notices a large output of urine and. en 
thirst, usually without bulimia. Thecondition may 
the patient fing rm 8 nu th oa ly gan 
urine. While polyuria patella may meeps 
conditions, such as cerebral or medullary disease, 
disorders of the abdominal viscera, including tuberculous: i 
and tumours, true diabetes insipidus occurs as a well-marked disease, 
probably due to vasomotor disturbance of the renal vessels, 
Differential Piagnosis.—From diabetes mellitus by the low spe- 
cifie gravity and absence of glucose; and from chronic interstitial 
nephritis by the presence of albumin and casts, arteriosclerosis, and 
cardiac hypertrophy, with high-tension pulse. Hysterical subjects 
occasionally pass large quantities of pale clear urine (urina spastica), 
and neryous excitement not infrequently nase sie 
The brief duration should make the diagnosis clear. 















seanty, The pancreas is not uncommonly diseased. In the nervous 
system, melancholia and insanity are referable to the higher fane- 
tione» neuritis and the various forms of paralysis are frequent; 
trophic changes, such as onychia and glazing of the skin, bronzing 
of the skin (diadede bronzé), late in the disease, and due to hemo- 


chromatosis, occur; and most important of all, diabetic coma 
8, page 79), caused by B-oxybutyrie acid circulating in the 
often heralded for a day or two by the sudden appearance of a 
number of tube casts in the urine. Death usually follows after 36 
hours. Of the special senses, ocular symptoms are most frequent, 
including retinitis, optic neuritis, cataract, amaurosis, iritis, and opac- 
ities of the vitreous humour. 

Intense itching, especially about the external genitals, is the most 
annoying skin manifestation; next furunculosis, and 
grene. Purpura and xanthoma are rare. Arterioselerosis is appar- 
ently responsible for certain complications, especially gangrene of 
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leading to valvular disease and fatty degeneration. Sexual disorders, 
especially impotence, usually appear early. 

Prognosis —It is essential that the family and personal history 
should be thoroughly sifted to determine the presence of syphilis, 
gout, or other constitutional disease, the outlook being more hopeful 
for those in whom such diseases can be detected. Favourable signs 
are late onset, obesity, and long-continued disease with but slight 
joss of flesh and strength. If the sugar diminishes rapidly under 
treatment the outlook is hopeful. In children an early fatal termi- 
nition is the rule, Coma is of the gravest import. 

V. Gout.—Three forms: acute, chronic, and irreqular. 

Symptoms. —(1) Acute Gout.—The attack usually occurs between 
the hours of 12 to 2 A. ., often without warning, in a person whose 
family history shows the lithwmic diathesis, or who has acquired it 
by constant overindulgence in nitrogenous food, wines (especially 
champagne), or malt liquors; by sedentary habits; by saturnism ; or 
by privation (poor man’s gout). The attack is usually precipitated 
by unusual dietetic indulgence, exposure, or injury. 

The onset is sudden, with excruciating, vicelike pain in the proxi- 
mal great-toe joint, chill, fever (rarely over 102°), marked restlessness, 
and insomnia. By morning the pain lessens, the joint is swollen, and 
the skin red, tense, and shining. During the day the pain may dis- 
appear, returning at night. An attack may last from 5 to 8 days, or 
longer, with gradual amelioration of all symptoms. During the at- 































lungs bronchitis is east emphysema or para 
skin lesions are pronounced, eczema in particular; next acne, psori- 
asis, and urticaria, In the eye, iritis is most common, though reti- 
nitis is not infrequent. Glaucoma and suppurative panophthalmitis 
have been described. Of nervous symptoms headache is common; 
next neuralgias and sciatica; lastly peripheral disturbances, itching 
eyeballs, burning and itching feet, and cramps in the legs, Basilar 
meningitis may develop. Sugar and oxalates are found in gouty 
urine, go also small quantities of albumin. Lithic acid crystals may 
deposit on standing. Spontaneous urethritis has been reported, 
Differential Diagnosis.—Acute polyarticular attacks may be dis- 

tinguished from rheumatic fever by the history, frequently obtain- 
able, of previous typical monarticular attacks. Rheumatism selects 
the larger joints, is less painful, causes less superficial puesta tr 
and never shows the marked venous engorgement peculiar to gout. 
The temperature runs higher, there may be delirium, even convul- 
sions, which seldom accompany gout. The latter is often afebrile 
even with several joints involved. Arthritis deformans, however, is 
often differentiated with great difficulty from chronic gout. In these 
cases careful inquiry may demonstrate a gouty family history, which, 
coupled with the patient's previous manner of life and the finding of 
tophi, may serve to separate the conditions. So, too, the gouty origin 
of the various disorders referable to the special organs may be dis- 
tinguished from malarial or syphilitic taints. It must be borne in 
mind that either of the latter may be present in a gouty person. 

Prognosis.—In vigorous patients, with single attacks, the outlook 
is favourable, providing the prescribed regimen be strictly followed. 
The sudden subsidence of articular and the appearance of internal 
symptoms is of serious import. The pronounced tendency to endar- 
teritis, endocarditis, and nephritis should always be considered. 

VI. Arthritis Deformans.—Varieties and Symptoms.—Char- 
cot recognises the following forms; general progressive form, monar- 
ticular form, and Hederden’s nodosities. Of the first named acute and 
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are often associated little translucent cysts, possibly pouches of the 
synovial membrane. Pain may accompany the growth, and there 
may be redness and swelling. Tenderness is often, but by no means 
always, present. The thumb frequently escapes. 

(5) In children, in addition to the general progressive forms, 
Still has described a set of cases in which the general enlargement of 
the joints is associated with feverand swelling of the spleen and lymph 
glands. ‘The disease usually begins before the second dentition. 

Diagnosis—The acute form is hardly distinguishable from acute 
articular rheumatism, Pain out of proportion to the signs of local 
inflammation and the presence of deforming changes should exclude 
the latter. Arthropathies, while anatomically the sume, are asso- 
cinted with the other symptoms of locomotor ataxia. Gonorrhmal 
ani searlatinal arthritis, cerebro-spinal meningitis, pywemia, ete., can 
searcely be confused with arthritis deformans because of their acute 
character and previous history. From chronic gont the distinction 
has been made (page 118%). Osler describes a localized arthritis of 
the shoulder joint which closely simulates arthritis deformans by the 
putin, thickening of the ligaments, muscular atrophy, and occasional 
neuritis. The bones are unaffected. (See also pages 101 to 104.) 

VU. Rickets.—Symptoms.—Beginning between the sixth and 
twenty-fourth months, the disease usually manifests itself by irritabil- 
ity, restlessness, and slight fever, most marked toward night. The 
child resents handling, wakes frequently, cries out, and is subject to 
drenching sweats, especially about the face and head. In a pre- 
viously quiet sleeper this restlessness and intolerance of the bed- 
clothing is always suggestive. Increasing hypersensitiveness of the 
entire surface, with anemia and disturbed digestion, as evidenced by 
diarrhoea, with flatus and foul passages, follow, and enlargement of 
the liver and spleen is recognisable. Dentition is delayed, the fon- 
tanels do not close, and skeletal changes become manifest. 

The course of the disease up to this point is estimated at from 
eight to ten months. There is progressive pallor, and the flesh has 
become soft, flabby, and doughy. Various nervous phenomena are 
present. The loss of muscular tone may simulate paralysis. 

Of skeletal changes, possibly the first noticed are those in the 
thorax (see page 318). The abdominal walls are relaxed and pro- 
trude unduly. These changes may appear as early as the third month 
of the disease. The skull is subject to marked deformities, Nutri- 
tional changes allow, softening and absorption of the bony tables, 
which become in spots thin as parchment, are compressible, crackles 
under the touch, and permit the internal pressure to materially alter 
the shape of the cranium. This condition, “ craniotabes,” is most 
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The hydramic form is merely an aggravated condition, in which 
the anemia is profound and all the symptoms intensified. As the 
disease progresses there is loss of muscular power, lowered tone, and 
inability to withstand disease, while various organic changes develop, 
especially myocarditis and valvular changes; small, weak, dicrotic, 
and irregular pulse; and arteriosclerosis. A tendency to nephritis, 
lithwmia, and diabetes is often noted. The course of the disease is 
slow, covering years, and the prognosis, unless suitable treatment be 
faithfolly followed out, is far from good. 





Fro. 272. —Adiposis dolorosa in a colored woman. (Peares.) 


IX. Adiposis Dolorosa (Dercum's Disease).—The diagnosis 
depends upon the finding of “ irregular symmetrical deposits of fatty 
masses in various portions of the body, preceded by or attended 
with pain.” The disease occurs in women at the middle time of life. 
Associated with neuralgic pains, or parmsthesias, bunches of fat de- 
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Symptoms.—Insomnia, restlessness, and panne are early pre- 
monitions. ‘The delirium manifests itself by constant incoherent 
talking, unnatural activity of mind and body, and hallucinations of 
sight and hearing. There is a disordered imagination, the patient 
fancying that he sees and hears animals (mice or snakes), and that 
he ig being pursued by enemies. The terror induced by this condi- 
tion may be so marked that the patient in his efforts to escape may 
do himself bodily harm. Insomnia continues during the active pe 
riod of the delirium, which may last for several days, a return to 
natural sleep heralding improvement. The temperature usually 
ranges from 101° to 103°, although it may be much higher in fatal 
cases. The pulse is rapid and of fairly good quality at first, be- 
coming yery weak if the delirium is prolonged. Muscular tremor 
and a tremulous tongue (usually heavily coated) are constant, Fatal 
eases end by heart failure. 

Laver Symproms arrenpine ALconotism.—Insanities, dementia 
paralytica, and epilepsy have been attributed to alcoholism, Heredi- 
tary epilepsy is claimed as @ result of long-continued dipsomania in 
one or both parents, particularly in the father. Chronic 
meningitis may occur, and acute alcoholic neuritis is a painful con- 
dition attending advanced alcoholic poisoning. There is a chronic 
form of alcoholic neuritis known as polyneuritis potatorum ( psendo- 
tabes, ataxia of drunkards). It presents two varieties, the paralytic 
and the ataxic. There are pains in the lower extremities, ataxia, 
areas of anwsthesia, occasional loss of the superficial reflexes, and 
paralysis and atrophy, chiefly of the extensors of the fingers and toes. 
Arteriosclerosis, with sequent cardiac dilatation and granular kid- 
ney, is not infrequent. 

DraGnosis.—(1) Acute Alcoholism.—Usually easy, provided the 
unconsciousness is not complete. It is based mainly upon a history 
of alcoholic excess, the odour of the breath, and acute gastric dis- 
turbances (frequent and prolonged vomiting), with muscular inco- 
ordination and confused mentality. There is # pronounced inclina- 
tion to sleep, an indifference as to location, and a decided, although 
good-natured, resentment of interference. A sound sleep assures 
the disappearance of most of these symptoms and a gradual return 
to the normal, Only in cases associated with unconsciousness and 
other evidences of cerebral or constitutional disturbances is there 
any difficulty in the differential diagnosis. It must be borne in 
mind that even moderate indulgence in alcohol may be coincident 
with apoplexy, fracture of the skull, acute uremia, or sunstroke. 
In cases of reasonable doubt the patient should receive the benefit 
and be treated as if suffering from the graver condition. 
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psoriasis, falling out of hair and nails, trembling, 





are intense epigastric and ubdominal pain, uncontrollable 
colic, diarrhea, tenesmus, dryness of the mouth and fauces, intense 
thirst, intestinal irritation, bloody and offensive stools, retracted ab- 
domen, strangury, priapism, suppression of urine or bloody urine, 
menorrhagia in women, and involuntary evacuations. Without gas- 
tro-intestinal symptoms the condition may become suddenly one of 
profound coma very similar to that of extreme opium narcosis. 
Later symptoms may be paralysis, neuralgic pains, and numbness. 

(IIT) Chronic Arsenie-poisoning.—Pronounced and common symp- 
toms are debility and anemia, with some gastro-intestinal irritation 
and pain, disturbed mucous secretion, redness or bleeding of the 
gums, sensory disorders, such as tingling or numbness, and @dema 
or puffiness of the eyelids. Later symptoms are multiple nenritis, pig- 
mentation, stiff joints, neuralgic pains, and arsenical paralysis. 
latter resembles that of chronic lead-poisoning, except that the legs, 
rather than the arms or wrists, are usually affected. It attacks the 
extensors and the peroneal muscles, causing the “steppage gait” 
(page 37). R. D. is usually present. A tolerance is at times ae- 
quired, which will render harmless an ordinarily poisonous dose. 

D1aGxosis.—Based mainly upon the history and the form in 
which the poison is taken. Attention should be given to wall paper, 
artificial flowers, and wearing apparel. Paris green, in common use 
by suicides, gives an intensely green colour to the vomitus. 

VI. Food-poisoning (Hromatofocismus, Vaughan).—Food, in- 
cluding milk, may contain the actiye organisms of tuberculosis, 
trichinosis, typhoid fever, scarlet fever, and diphtheria; may be in- 
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i -dysenteric stools, 
The heart is irritable and feeble, with palitaton, cong, epee 
oceusionally general edema. 
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ances. ‘The prodromal period (1 to 2 weeks) usually presents head- 
ache, slight fever, and occasional tingling or pain, soon succeeded 
by muscular cramps and spasm, the latter continuing either for a 
few hours or for several days. In severe cases there may be early 
delirium or epilepsy (sometimes fatal); but dementia or melancholia 


ic ergotism. columns 
ensue, resulting in a condition not unlike that of ¢abes dorsalis. 

(11) Larsynisx (Lupinosis)—A condition due to the presence 
in the food of the seeds of the Lathyrus, and oceurs in India, Italy, 
and Algiers. Its most constant symptom is spastic paraplegia, result- 
ing from what is probably a slow, toxic, spinal sclerosis. 

(II) Pettacra (Maidismus ; Lalian leprosy ; Alpine scurvy). 
—Due to the use, as food, of diseased maize. It is unknown in 
America, but common in France, Spain, and Italy. The body 
becomes almost coal-black, and the victims suffer from 
and melancholia, Tho skin is thickened and rough, and finally 
exfoliates. Suppuration, with the formation of black crusts, is not 
uncommon. There are also diarrhmwa, indigestion, and salivation. 
Mild cases may persist for months, and the more severe are attended 
by spasms, pain in the back and head, paralysis (chiefly a paraplegia), 
and melancholia or suicidal mania. 

VII. Sunstroke (Heat Exhaustion ; Thermie Fever ; insolation ; 
Coup de Soleil)—Contributing causes are excessive bodily fatigue, 
insnfficient diet, and overuse of beer and whisky. Two forms are 
recognised : (1) Heat exhawstion and (2) Sunstroke. 

Symproms —(I) Heat Exhaustion,—The attack may oceur in bed, 
or at work, or while walking. Nausea and vomiting, usually pre- 








decanting 
sediment should he inspected for the worms. "To the 
appear about half an inch long, and about ey era 
pin, with one end sharply recurved. 

.—The mortality is high, but chiefly due to intercurrent 
diseases. The American disease seems not to be of such a severe 
type as that due to Puodenalis. 

(V) Filariasis (Fiaria bancrofti, Filaria diurna, and Filaria 
perstans).—There are three conditions which may be classed as 
symptoms, due to this parasite, the first two of which ure due to the 
Filaria bancrofti or nocturna ; hematachyluria, the occasional passage 
in the urine of blood clots, the urine being of an opaque white or 
milky appearance, and showing a slightly reddish deposit on settling; 
lymph scrotum, showing enormous thickening of tissues and dis- 
tended lymph vessels ; and elephantiasis. See also page 635, 

(VI) Trioocephalus Dispar (Whipworm).—The symptoms are 
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about the anus, with abdominal uneasiness, fulness, or pain, nausea, 
vomiting, and diarrhwa, At times there may be a sense of move- 
ment in the intestine due to the worm, this condition being in- 
creased by fasting and often relieved by a full meal. 

(2) General Symptoms.—The appetite is variable, the breath 
fetid, and the tongue usually furred. The patient may be pule and 
emaciated, showing discolorations about the eyes. Anwmia is not 
uncommon in long-continued eases, with dizziness, fulness in the 
head, buazing in the ears, twitching of the face, and dull headache. 
A fatal form of anwmia may be due to the bothriocepbalus (Scuau- 
maxx). There may be great mental depression, even 
sis, in chlorotic and hysterical persons, and not infrequently some 
uterine disorder. Fainting, chorea, and epileptic fits are rare. 

(IL) Visceral Cestodes—The larve of two of the cestodes may 
infest the solid organs, producing affections that may be serious, the 
Tonia solium and the Tenia echinococous. The larva of the former 
is known as the Cysticercus cellulos@ or pork measle worm; that of 
the latter as the echinococous. 

Cysticercus CeLionos.#.—Infection occurs by swallowing the 
eggs or mature segments of the tapeworm. They have been found 
in the brain, muscles, eyes, liver, kidneys, lunge, heart, and subeu- 
taneous tissues. When present in large numbers in the muscles 
there are stiffness, pain, general weakness, numbness and tingling, 
and painful nodules containing eysticerci are found in the sub- 
cutaneous tissues. When in the brain and cord they may give rise 
to obscure symptome—e, g., evidences of diabetes and anomalous 
nervoug manifestations. The cysticercus has been found pressing 
upon the floor of the 4th ventricle, It may be present in the vitre- 
ous humour of the eye. The diagnosis of the condition when affect- 
ing the internal viscera is practically impossible; but they can be 
detected in the eye, so also in a subcutaneous nodule after excision. 

Ecuxococcus.—Derived from the Tenia echinococeus or hydatid 
tapeworm, and is the cause of hydatid tumours. The mature worm 
is found in the dog, infection occurring by swallowing the eggs. 
Hydatid tumours are most common in the liver, but may oceur in 
the lungs, kidneys, spleen, omentum, subperitoncal tissue, heart, 
brain, spinal canal, pelvic viscera, and bones. 

Symptoms and Diagnosis.—Small and few eysts in the tiver cause 
little or no disturbance. If very large, there may be a feeling of 
weight or pressure in the region of the liver, If near the surface, 


“there is a distinct tumour which may have a firm, tense, sometimes 


fluctuating, feeling. If situated to the left of the suspensory liga- 
ment, they may press upward on the heart and increase the area of 
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Whooping cough, 756. 

Widal test, 641; for typhoid, from living and 
deail cultures, 639; value of, in dinguoxix, 
G41, 

Willianwon's test for diabetes, 641. 

Wintrich’s phenomenon, 438; interrupted, 
440. 

Wirsung duct of, 903. 

Wool-sorter’s diseaxe, 825, 

Wright's stain, 616, 638, 

‘Wrist-drop, 546, 1056. 

Wryneck, 1039, 
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X-rmy. nes of, 718. See Rontgen rays. 

Xanthelasina of eyelids, 199. 

‘Xerostomia, 123, 238; causes and symptoms, 
837. 


Yaws, 1162. 
Yellow fever, symptoms of, 778; diagnosis and 
prognosis, 779. 


Zieh!-Neelsen method of staining, for the 
Bacillus tuberculosis, 655. 
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